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EXECUTIVE SUMMARY
Introduction
In March 2014 we, the Dorset Clinical Commissioning Group, launched the Clinical Services
Review with the ambition to transform healthcare services, and in doing so, deliver high quality,
safe and financially sustainable services, for the population now and for future generations.

The Case for Change
We have embarked on a bold journey and in January 2015, our Case for Change1 was
published as an opportunity to capture our rationale for change and place a responsibility
on us to deliver a healthcare service that will benefit patients in years to come.
The healthcare system in Dorset faces several challenges in providing the best quality of care,
these challenges include, but are not limited to:
• Peoples changing health needs – people are living for longer with complex and long-term
health conditions and our services must reflect this changing health need
• There are avoidable variations in the quality of care currently provided – this includes not
meeting national quality standards within acute hospitals and a failure to meet needs in
the community leading to people seeking care from responsive, emergency services
• Treatments are becoming increasingly specialised and access to them requires specialist
staff based at larger centres
• Currently the healthcare service is clinically unsustainable due to an increasing demand for
services and insufficient provision within the community
• We do not always have staff with the right skills where we need them, partly due to
national and local shortages of staff with specialist skill
• Dorset’s healthcare system now spends more money than it receives
As commissioners in Dorset, we want to overcome these challenges; this Decision-Making
Business Case (DMBC) builds upon the information provided within the Pre-Consultation
Business Case2, documenting our commitment to improving services, enabling better care
and access to it. It provides the information required by the Governing Body to make their
decisions as to the configuration of services to move forward to implementation.
1 www.csr.dorsetsvision.nhs.uk – The Case for Change 2015
2 www.csr.dorsetsvision.nhs.uk – NHS Dorset Pre-Consultation Business Case

5

DMBC – EXECUTIVE SUMMARY

Our Vision
We want to transform our hospitals, community services and primary care to enable us to
meet the needs of local people and deliver better outcomes for patients.
To meet this requirement, we have five key ambitions:
1.	
2.	
3.	
4.	
5.	

To organise services around people
To support people to stay well and take better care of themselves
To deliver more care closer to home
To provide integrated teams of professionals working together
To reorganise hospital services

In addition, we recognise that it is crucial to better integrate mental and physical healthcare.

Developing Options for Change
From the very start of the Clinical Services Review (CSR), our approach was to ensure that
we would be clinically led and our models would be evidence based. Clinicians have been
involved in open discussions about change and have helped form our Governance structure.
Our over-arching decision making authority is our Governing Body, which is made up of
clinicians and healthcare professionals from across Dorset.
Throughout the process, we have ensured extensive stakeholder engagement and have
worked collaboratively to develop the new models of care. Dorset CCG is committed to
placing the views of local people at the heart of the health system and has demonstrated
this through the established Public and Patient Engagement Group (PPEG). Members of the
group have had a leading voice in the development of options and their insight has been
heavily influential to the future design of our proposals.
In developing options for change, we have adhered to rigorous governance and assurance
frameworks to ensure we have captured and developed models that are supported by
clinicians, stakeholders and public and patient engagement groups.
This resulted in the emerging models of care for our acute hospitals and community services.
The CCG has recognised that General Practice in its current form will struggle to survive if it
does not also evolve and in line with national guidance3, the CCG has developed a Primary
Care Commissioning Strategy and Plan4. Although this sits outside the scope of this business
case, the ambition to develop more integrated and better services for the local population is
aligned.
3 www.england.nhs.uk – General Practice Forward View
4 www.dorsetccg.nhs.uk/aboutus/primary-care-strategy – Primary Care Commissioning Strategy and Plan
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Acute Care Delivery Models
Our vision for acute services aligns with Keogh’s 2013 ‘Transforming Urgent and Emergency
Care Services in England’5 and would see people accessing high-quality services, that enable
workforce, quality and financial sustainability.
We aim to introduce a Major Emergency Hospital and a Major Planned Hospital in the East
and maintain a combined Planned and Emergency Hospital in the West of Dorset.
The Major Emergency Hospital will provide the most rapid access and high-quality treatment,
which published evidence shows will save lives across Dorset every year. This centre will also
deliver some specialist services for the whole of population of Dorset.
Integral to the overall delivery model of acute hospital care, we are also aiming to provide
a Major Planned Hospital to provide high-quality treatment of planned operations. This
will help to overcome the disruption that can occur from emergency operations taking
precedence. Additionally, this hospital will provide an urgent care service for the less
seriously ill people.
In the West of the county, we will be maintaining high-quality urgent, emergency and
planned care services at Dorset County Hospital Foundation Trust, with only the most
specialist cases requiring transfer.

Integrated Community Services Delivery Models
We will develop integrated health and care teams to support more people within and closer
to their homes, we will also establish a network of community hubs, each providing a range
of health and care services, with multidisciplinary teams of health and care professionals
leading them. By working together, we will be able to meet the needs of people, ranging
from short term, low-level need patients to those with long-term and more complex needs.
Community hubs will enable people to access a wider range of physical and mental health
services, close to home.
Some hubs will also offer community beds, so that when appropriate, people can receive
care locally instead of being admitted to an acute hospital. These community beds will also
be used to provide rehabilitation after an acute stay, and to support people at the end of
life.
By introducing these models of care, we have identified high-level benefits that will address
the identified gaps within the Case for Change, associated with the evaluation criteria,
outlined here.

5 www.nhs.uk/NHSEngland – Transforming Urgent and Emergency Care Services in England. Keogh (2013)
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Evaluation Delivery Model Options to Address the Need
As options for delivery emerged, we agreed the evaluation criteria through our governance
structure process and the identified criteria is as follows:
1.	
Quality of Care for All
2.	
Access to Care for All
3.	Affordability
4.	Workforce
5.	Deliverability
6.	
Other (e.g. research and education)

Acute Hospital Evaluation
The long list of generic, potential options were scored against the evaluation criteria to
produce a list of ‘viable’ options, excluding the ones that did substantially worse.
The remaining medium list of options were subject to more detailed analysis, using a subcriteria and consideration of the pros and cons for each option.
This analysis was then used to form a short-list of ‘site-specific’ options. Scrutiny of evidence
against each criterion was based on information provided by local providers, published data
and the knowledge and judgement of the professionals involved.
The Governing Body performed site visits to fully understand the criteria and rational for
each option.

Integrated Community Services Evaluation
The same methodology was applied to the options regarding Integrated Community Services.
Scrutiny of evidence against each criterion was based on data and information provided
directly by local providers, publicly available published data or information supplied via
reference groups and working groups, and the knowledge, expertise and judgement of the
professionals involved.
Site visits completed by our Governing Body were also conducted.

Options for Consultation
Descriptions of Proposals for Dorset County Hospital:
Under all options, Dorset County Hospital will be retained as a Planned and Emergency
Hospital with a low complexity, high-volume elective centre.
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The reasons that Dorset County Hospital is not being proposed as the Major Emergency
Hospital are:
• The clinicians determined that a Planned and Emergency Hospital should be in the West to
ensure good access for all of Dorset’s population to both planned and emergency services
• Population size and travel time analysis suggested that the Major Emergency Hospital
should be in the East

Descriptions of Proposals for Royal Bournemouth Hospital and Poole Hospital:
Using the ‘funnelling’ system, two options were identified for consultation; Option A and
Option B. Both options are underpinned by Dorset’s three acute hospitals working together
as ‘One NHS’, providing services in a networked way, as outlined in the Acute Care Vanguard
proposal.
Option A
• Poole Hospital:
The Major Emergency Hospital
• Royal Bournemouth Hospital:
The Major Planned Hospital
• Dorset County Hospital:
The Planned and Emergency Hospital

Option B
• Poole Hospital:
The Major Planned Hospital
• Royal Bournemouth Hospital:
The Major Emergency Hospital
• Dorset County Hospital:
The Planned and Emergency Hospital

In considering the evidence, it was requested by local stakeholders and NHS England that we
determined a preferred option.
The summary of the evaluation of both options found that in most areas both options
rated the same, so, ultimately, the decision came down to access and affordability. In both
areas, Option B was rated better, with Royal Bournemouth Hospital as the Major Emergency
Hospital and Poole Hospital as the Major Planned Hospital.

Community Hubs With and Without Beds
Following the evaluation, we proposed the following locations for bedded and non-bedded
hubs:
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Community hospital hubs with beds
• Poole or Bournemouth hospitals (subject
to the decision on the preferred Major
Planned Hospital)
• Wimborne Hospital
• Bridport Hospital
• Blandford Hospital
• Sherborne Hospital
• Swanage Hospital
• Weymouth Hospital

Community hubs without beds
• Shaftesbury (with care home beds)
• Christchurch (with care home beds for the
Christchurch and Bournemouth areas)
• Dorset County Hospital6
• Portland
• Wareham (with care home beds)

6

Alderney Hospital will maintain its services until alternative services have been established
and staff have been appropriately transferred, at which point the community beds at
Alderney Hospital will close. St Leonards hospital would not be used as a community hub,
either with or without beds. The services based there would be appropriately moved and the
site would be closed.

The Consultation, Feedback and how we Considered Responses
Having stated our preferred options for acute and community based care in Dorset, and
gaining approval from the necessary assurance avenues such as NHS England and also our
Governing Body, the CCG launched its formal consultation on the 1 December 2016, which
lasted for three months, closing on the 28 February 2017.
We engaged Opinion Research Services (ORS) as our research partner to design the open
consultation questionnaire, independently analyse the responses, facilitate 14 deliberative
focus groups, and carry out a telephone survey of Dorset and neighbouring residents. We
intended our consultation to be inclusive and to offer opportunities across our demography,
and neighbouring populations.
We were pleased with the level of public interest and response, in total:
• 18,642 open questionnaires (online, paper and Easy Read)
• 1004 randomised telephone surveys conducted by ORS, representative of the relevant
population of Dorset and neighbouring counties
• 245 written submissions
• Nine petitions were submitted with a combined total of 75,570 signatures
• 14 focus groups hosted by ORS across the in each of the 13 CCG localities and in West
Hampshire

6 Dorset County Hospital is also an acute hospital
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Our consultation plans, processes and documentation were externally assured by the
Consultation Institute and received ‘good practice’ accreditation. The Consultation Institute
have been engaged to assess the CCG post decision making for ‘best practice’ accreditation.

The Consultation Responses7
Integrated Community Services
There was little disagreement with the proposal to provide care closer to people’s
homes using teams based at local community hubs, in principle across all consultation
methodologies, except the open questionnaire. There were many questions and significant
doubts that they could be achieved in practice (mainly regarding resourcing, affordability
and overcoming current disjoint between different services).
For the proposed locations, some areas were more controversial than others. Negative
opinion was strongest where it proposed that beds or hospitals are closed.

Acute Hospital Care
The Vision
Separating emergency and planned care was generally supported across all consultation
elements, as was the proposal for Dorset County Hospital (DCH) to be an emergency and
planned care hospital as long as it did not become a ‘poor relation’.
There was less support for the proposed provision of two specialist hospitals in the East of
Dorset, as it was suggested that the proposal would increase variability in healthcare rather
than reduce it – especially with a lack of public transport and road infrastructure in West and
North Dorset.
Acute Care Options A and B
The results from the open questionnaire showed more support for Option B than Option A
and a minority of written submissions also supported Option B.
Most focus group participants, even those away from East Dorset, who first wanted the
emergency hospital at Poole, could at least understand our reasons for preferring Option B
following explanation, questioning and discussion.
The petitions and most relevant written submissions were clearly in favour of Option A,
mainly on accessibility grounds.
Consultant-Led Maternity Care and Inpatient Paediatric Services

7 The detailed summary of feedback from our consultation can be found as Appendix D.
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Maternity and Paediatrics (option A)
Two centres: one at the Major Emergency
Hospital in the East of Dorset, and an
integrated service across Dorset County
Hospital and Yeovil District Hospital for
residents in the West of Dorset.

Maternity and Paediatrics (option B)

Single specialist centre at Major Emergency
Hospital in the East of Dorset.

There was strong preference for Option A over Option B in both the open questionnaire and
household survey. However, the open text comments show that many respondents viewed
Option A as ‘the least worst option’ and not enthusiastically endorsed.
Accessibility and safety of mothers and babies in the West of the county were the main
concerns and there was strong overall support for retaining consultant-led maternity services
and overnight paediatric services at Dorset County Hospital, despite the risks highlighted by
the Royal College of Paediatrics and Child Health.

Headline Results
Consultation responses were shared with clinical stakeholders and public audiences in Dorset
and West Hampshire prior to the full report from ORS being published online8.

Actions from Consultation
Initial feedback from consultation highlighted areas where we felt further work was needed
to enable decision-making. These areas were:
•
•
•
•

Transport/travel times (emergency and non-emergency)
Clinical risk
Equality Impact Assessment (EIA)
Health and wellbeing

As a result, we commissioned additional work on emergency transport from South West
Ambulance Service Trust (SWAST); non-emergency transport from Dorset County Council9; a
review of clinical risk by the CCG Deputy Director of Nursing and Quality10; a robust review
of the Equality Impact Assessment (EIA)11; and asked Public Health Dorset to look at concerns
about health and wellbeing, from a prevention perspective12.
8 www.csr.dorsetsvision.nhs.uk – Improving Dorset’s Healthcare Consultation 2016/17 – ORS Report of Findings
9 www.dorsetccg.nhs.uk – Review of Transport Concerns Raised at Public Consultation, Dorset County Council
(July 2017)
10 www.csr.dorsetsvision.nhs.uk – Clinical Risk and Safety Report
11 www.dorsetccg.nhs.uk – EIAs
12 www.csr.dorsetsvision.nhs.uk – Prevention at Scale Update
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Post-Consultation Analysis and Deliberations
A detailed programme of events and workshops were organised to ensure that the
consultation responses were shared with and considered by members of our Governing Body
and key partner organisations during their detailed deliberations in preparation for the
decision-making meeting on the 20 September 2017.

Outcomes of the Consultation on the Proposed Options
Integrated Community Services:
In considering the consultation responses, additional work relating to access and the
community hub location feasibility studies, our proposals were revised in the following
areas:
• North Dorset
• Weymouth & Portland
• Bournemouth & Christchurch

Acute Care Options A & B:
Having fully considered the responses from the public consultation across all the
methodologies (including written submissions and petitions), and taken account of the
additional work undertaken for travel times and clinical risk, we have not identified
any additional evidence that would require us to reconsider our preferred option for
implementation.

Consultant-Led Maternity and Inpatient Paediatric Services:
Having taken account of the strength of responses, the additional work on travel times and
clinical risk and existing evidence, including the recommendations of the Joint Royal Colleges
led by the Royal College of Paediatrics and Child Health, we have now selected a preferred
proposal, to support Option A.

Governing Body Decision-Making Process
Our Governing Body decision-making process sought to build on the decision to proceed
to consultation on a series of proposals for acute services and ICS taken during 2016, by
deciding on the individual commissioning decisions on which stakeholders and the public
have been consulted.
Our Governing Body were supplied with a summary of the original proposal on which the
public were consulted, the feedback from consultation, any changes made to the proposal
and a recommendation for a decision based on any amended proposal.
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Updated Proposals for Implementation and Recommendations for
the Governing Body
Proposals and Recommendations for Integrated Community Services
Our consultation feedback identified some areas of consideration for some of the
community hospitals and community hubs with beds in relation to access and public
transport. Additional work has supported these views, alongside the outputs of the
feasibility studies (in particular some of the capital requirements). As a result, some of our
preferred options for implementation have changed.
The following 17 Integrated Community Services (ICS) recommendations have been
identified and explained here:
Overarching Proposal
Our overarching proposal for Integrated Community Services is to commission more services
closer to home, delivered through integrated community teams and local community hubs,
in order to deliver better care.
Integrated Community Services Recommendation for the Governing Body

ICS 1: The Governing Body is requested to approve the recommendation: to commission
more services closer to people’s homes delivered through integrated community
teams and local community hubs to deliver better care.

North Dorset – Revised Proposal
The feedback from the public consultation has led us to revise our proposal for Integrated
Community Services in the North of Dorset, due to access to community beds.
We propose to have two community hubs with beds, one at Sherborne Hospital and one at
Blandford Hospital. We now propose to maintain a community hub with beds in Shaftesbury,
whilst working with the local community on a sustainable model for future services based on
the health and care needs of this locality.
A future location for the community hub in Shaftesbury will need to be developed, in
recognition that Shaftesbury Hospital has significant infrastructure limitations, which will reduce
the potential to develop further the range of outpatients, ambulatory care, diagnostics and
other services on this site for the Shaftesbury, Gillingham and West Wiltshire population. As
with other areas across the county, work will continue to develop and improve the availability
of services for people in their own homes, such as community nursing, therapy, and domiciliary
care.
Rationale for revision – access to community beds and responding to public consultation
feedback.
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Integrated Community Services Recommendations for the Governing Body (North Dorset):

ICS 2: The Governing Body is requested to approve the recommendation: to commission a
community hub with beds at Sherborne Hospital.

ICS 3: The Governing Body is requested to approve the recommendation: to commission a
community hub with beds at Blandford Hospital.

ICS 4: The Governing Body is requested to approve the recommendation: to maintain

a community hub with beds in Shaftesbury Hospital whilst working with the local
community until a sustainable model for future services based on the health and care
needs of this locality is established, possibly at a different site to the existing hospital.

Mid Dorset Proposal
The feedback from public consultation has led to no change to the proposal in Mid Dorset.
We propose to commission a community hub without beds, based at Dorset County Hospital
in Dorchester.
Integrated Community Services Recommendation for the Governing Body (Mid Dorset):

ICS 5: The Governing Body is requested to approve the recommendation: to commission a
community hub without beds at Dorset County Hospital.

West Dorset Proposal
The feedback from public consultation has led to no change to the proposal in West Dorset.
We propose to commission a community hub with beds in Bridport.
Integrated Community Services Recommendation for the Governing Body (West Dorset):

ICS 6: The Governing Body is requested to approve the recommendation: to commission a
community hub with beds at Bridport Hospital.

Weymouth and Portland – Revised Proposal
The feedback from the public consultation has led us to revise our proposal for Integrated
Community Services in Weymouth and Portland, due to access to community beds.
During the CSR consultation, a review of the Hospital sites in Weymouth and Portland was
undertaken, these have informed the revisions suggested here. These reviews identified that
Portland Hospital has significant physical limitations as well as access limitations for the local
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population. The site would not be ideal as a future community hub without beds. GPs have
just begun to explore the potential for a local primary care hub in this area, as an alternative
to the Portland hospital site, where services could be integrated with our Local Authority
partners. We intend to continue to develop a plan with local people to improve the specific
health outcomes in this area, with a particular focus on the wider determinants of health.
The Weymouth Community Hospital and Westhaven reviews confirmed that the Westhaven
site would not be large enough to become the community hub with beds and the site is less
accessible for both private and public transport. In addition to this conclusion the likely cost
to locate the beds on the Weymouth Community Hospital was identified and is substantially
larger than anticipated due in part to the quality of the current infrastructure. The proposal
that the Weymouth Community Hospital should be a community hub with beds continues to
be recommended, however services including beds will be maintained at Westhaven Hospital
until the community hub with beds at Weymouth Hospital is established and both staff and
services have been appropriately transferred.
Rationale for revision – affordability of capital development costs for Weymouth Community
Hospital.
Integrated Community Services Recommendations for the Governing Body (Weymouth and
Portland):

ICS 7: The Governing Body is requested to approve the recommendation: to commission a
community hub with beds at Weymouth Community Hospital.

ICS 8: The Governing Body is requested to approve the recommendation: to maintain services
including beds at Westhaven Hospital until the community hub with beds at Weymouth
Hospital is established and staff and services have been appropriately transferred.

ICS 9: The Governing Body is requested to approve the recommendation: to commission a
community hub without beds on Portland, possibly at a different site to the existing
hospital.

Purbeck Proposal
The feedback from public consultation has led to no change to the proposal in Purbeck.
We propose to commission a community hub with beds in Swanage and a community hub
without beds at Wareham, possibly at a different site to the existing hospital.
Integrated Community Services Recommendations for the Governing Body (Purbeck):

ICS 10: The Governing Body is requested to approve the recommendation: to commission a
community hub with beds at Swanage Hospital.
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ICS 11: The Governing Body is requested to approve the recommendation: to commission a

community hub without beds at Wareham, possibly at a different site to the existing
hospital.

East Dorset Proposal
The feedback from public consultation has led to no change to the proposal in East Dorset.
We propose to commission a community hub with beds in Wimborne.
Our proposals for St Leonards Hospital remain unchanged. St Leonards Hospital would not
be used as a community hub, either with or without beds. The services based there would be
appropriately moved, and the site would be closed.
Integrated Community Services Recommendation for the Governing Body (East Dorset):

ICS 12: The Governing Body is requested to approve the recommendation: to commission a
community hub with beds at Wimborne Hospital.

ICS 13: The Governing Body is requested to approve the recommendation: for St Leonards
Hospital to close.

Poole Localities Proposal
The feedback from public consultation has led to no change to the Poole localities proposal.
We propose to commission a community hub with beds at the Major Planned Hospital site.
Our proposals for Alderney Hospital remain unchanged. Alderney Hospital will maintain its
services until alternative services have been established and staff have been appropriately
transferred, at which point the community beds at Alderney Hospital will close.
Integrated Community Services Recommendation for the Governing Body (Poole Localities):

ICS 14: The Governing Body is requested to approve the recommendation: to commission a
community hub with beds on the Major Planned Hospital site.

ICS 15: The Governing Body is requested to approve the recommendation: to maintain

services including beds at Alderney Hospital until alternative services have been
established and staff have been appropriately transferred. At which point Alderney
Hospital’s community beds will close. Mental health and dementia services will
remain unchanged pending the outcome of the dementia services review.

Bournemouth and Christchurch Localities – Revised Proposal
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The feedback from the public consultation has led us to revise part of our proposal for
Integrated Community Services in the Bournemouth and Christchurch localities, due to access
to community hospital beds.
We propose to commission a hub without beds at Christchurch Hospital and a hub with beds
on the Major Emergency Hospital site.
Rationale for revision – access to community hospital beds for parts of the Bournemouth,
Christchurch, Ferndown and West Moors area, responding to public consultation feedback
about patient needs for hospital care and diagnostics and whether the care market would
best meet these needs, and the travel times for people in these areas to a community hub
with beds. Supporting our more deprived communities to have local access to a wide range
of outpatients and diagnostic services closer to their homes.
Integrated Community Services Recommendations for the Governing Body (Bournemouth
and Christchurch):
to commission a
ICS 16: The Governing Body is requested to approve the recommendation:
13
community hub without beds at Christchurch Hospital .

ICS 17: The Governing Body is requested to approve the recommendation: to commission a
community hub with beds on the Major Emergency Hospital site.

Proposals and Recommendations for the Acute Hospital Configuration
We have not identified any additional evidence that would require us to reconsider our
preferred option for implementation, which is Option B.
We have identified four Acute Care (AC) recommendations for the Governing Body:
Acute Hospital Recommendations for the Governing Body

AC 1: The Governing Body is requested to approve the recommendation: to commission
distinct roles for Dorset’s acute hospitals (a Planned and Emergency Hospital, a
Major Planned Hospital and a Major Emergency Hospital), as part of one acute
network of services.

AC 2: The Governing Body is requested to approve the recommendation: to commission a
Major Emergency Hospital at the Bournemouth Hospital site.

AC 3: The Governing Body is requested to approve the recommendation: to commission a
Major Planned Hospital at the Poole Hospital site.

13 This will not affect the palliative care beds
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AC 4: The Governing Body is requested to approve the recommendation: to commission a
Planned and Emergency Hospital at the Dorset County Hospital site.

Proposals and Recommendations for Maternity and Paediatrics Services
Prior to the public consultation, no preferred proposal for maternity and paediatric care had
been identified. We now propose to commission the delivery of consultant-led maternity
and paediatric services from the Major Emergency Hospital. We will continue to seek to
commission the delivery of consultant-led maternity and paediatric services, integrated
across Dorset County Hospital and Yeovil District Hospital (Option A). Implications for this
recommendation will be considered by Dorset County Hospital and Yeovil District Hospital
and any proposed changes to services in either hospital would be subject to further local
public consultation, by both Dorset and Somerset CCGs, as appropriate.
We have identified two Maternity and Paediatric (M&P) recommendations for the Governing Body:
Maternity and Paediatric Recommendations for the Governing Body

M&P 1: The Governing Body is requested to approve the recommendation: to commission
the delivery of consultant-led maternity and paediatric services from the Major
Emergency Hospital.

M&P 2: The Governing Body is requested to approve the recommendation: to seek to commission
the delivery of consultant-led maternity and paediatric services integrated across Dorset
County Hospital and Yeovil District Hospital for the Dorset population. The implications
for this recommendation will be considered by Dorset County Hospital and Yeovil District
Hospital and any proposed changes to services in either hospital would be subject to
further local public consultation by both Dorset and Somerset CCGs as appropriate.

Implementation
Based on the assumption that the Governing Body will agree upon the future direction for
health services in Dorset, the CSR will move towards the implementation phase.
To date, high-level implementation plans for acute and community services have started
to develop and have begun to show the complex interdependencies between healthcare
services. As a result, activity sequences between them have started to emerge.
These initial plans will be carefully refined following the final decisions in to more detailed
and precise planning. These refinements will outline the chosen approach for delivering the
critical programmes of work.
We believe that these proposals will ensure Dorset’s healthcare services deliver high quality,
safe and financially sustainable services for the population now, and for future generations.
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PURPOSE AND SCOPE OF THE DECISION-MAKING BUSINESS CASE

1.1

1.1 – Purpose and Scope of the Decision-Making Business Case
The Decision-Making Business Case (DMBC) is a technical document which sets out the
information necessary for our Governing Body to make their decisions on the Acute
Hospital configuration and community hub provision across Dorset. It builds on the work
undertaken within the Pre-Consultation Business Case (PCBC)14 and sets out in detail the
need for change in Dorset, addressing the challenges faced in giving safe, high-quality and
sustainable healthcare. It also details the process undertaken to form our proposals and
recommendations put forward, and high-level implementation plans.

1.2 – Who We Are and Our Vision
We, NHS Dorset Clinical Commissioning Group (CCG), are the main commissioning
organisation for the whole county of Dorset and are responsible for the planning,
development and purchasing of high-quality, safe and sustainable health services for local
people. Striving to lead continuous improvements to health and care services, our key
mission is to support people in Dorset to lead healthier lives, for longer.
We are a group of local doctors, health professionals and lay representatives forming a
membership commissioning organisation consisting of 91 GP practices in Dorset.
We are responsible for planning and buying healthcare at county level, including:
• Planned hospital care, such as outpatients’ services and routine surgery (e.g. hip
replacement or cataract removal) and cancer services
• Urgent and emergency care, including the NHS 111 and 999 services
• Community health services
• Mental health services
• Learning disability services
• Rehabilitation care
• Maternity, children’s and family services
• NHS continuing healthcare
• GP-prescribed drugs
• Primary care commissioning (GP practices) through delegated authority
When planning these services, we divide the county into three geographical areas that
we call clusters: West Dorset, Mid Dorset and East Dorset. Within these clusters we have
13 smaller areas called localities. Each locality has a chairperson (a local GP), who is also a
member of our Governing Body. Our Governing Body is the overarching decision-making
authority for any proposed changes to the way our health service works. This ensures that
our decisions are clinically led and locally tailored.
14 www.csr.dorsetsvision.nhs.uk – NHS Dorset Pre-Consultation Business Case

21

1.3

DMBC – INTRODUCTION

As leaders within the health economy, we have a clear responsibility to apply clinical
understanding and differing perspectives to drive continuous improvement in the quality of
healthcare services across the county. As Dorset’s healthcare commissioners, our responsibility
is to secure high-quality services that respond to the future needs and aspirations of local
people whilst recognising the challenges of increasing financial constraint.
Our vision is to provide a local NHS service that is centred around the needs of local people
and to support people to lead healthier lives, for longer. This means people being able to
manage their own health, to have more care delivered closer to home – either in the home,
or within a community setting – with access to specialist clinical care when required.
This should benefit all people in Dorset – regardless of gender, age, disability, ethnicity or
sexuality. Additionally, people with mental health problems will have equitable access to
treatment in the same way as people with physical health problems, and that the many frail
and older people who live in Dorset, including those receiving end of life care, are treated
with compassion and dignity.
Our strategic principles have been developed through wide consultation and engagement
with stakeholders and partners across Dorset15, and we want our CCG to be an organisation
that:
• Is trusted and builds confidence in our public, patients and stakeholders
• Challenges and encourages its partners, members and staff to drive improvements in
services and performance
• Values its staff and members, and is a great place to work
• Uses resources effectively and efficiently
• Has local focus, but does not lose sight of the whole population we serve
Delivering care to meet these aspirations will require further change in the way services are
currently provided and the proposals set out here, present an exciting vision for transforming
healthcare for the people of Dorset to ensure they receive the care they require.

1.3 – The NHS in Dorset
1.3.1 – Dorset Landscape
The County of Dorset is situated in the South West of England, and has a population of
approximately 765,680. Most of Dorset’s residents live in the conurbations of Bournemouth,
Poole and Weymouth, with smaller numbers living in more rural areas around the county.
Dorset is governed by one county council (Dorset County Council) and two unitary
authorities (Bournemouth Borough Council and the Borough of Poole).

15 Health Strategy 2014 to 2019, Dorset CCG.
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Dorset has some unique characteristics which can have an impact on the health service. The
age profile is older than the England average; around 17% of the population are over 70
(vs. England average of 12%). The population over 70 is expected to grow four times faster
than the growth rate of the total Dorset population, and by 2023 one in every five Dorset
residents will be over 70 (an increase of 30% between 2013 and 2023). At the same time, the
core working age population (20–59) is expected to decline by about 1% whilst children and
young people below the age of 20 are expected to grow by 7%.
Further details about Dorset and its health needs can be found in the Pre-Consultation
Business Case16.

1.3.2 – Current Provision
Figure 1 illustrates the current provision of healthcare across the Dorset landscape:

• Three acute trusts with four sites
• 13 community hospitals (inc.
Christchurch Hospital)
• Nine of the 13 community hospital
sites have Minor Injury Units (MIUs)
• 91 GP practices
• 30 mental health sites
• 21 children centres/children & youth
centres
• 27 medicant centres/clinics/
community centres
• 19 administrative bases/support
services
• In addition, there are many
community pharmacy, dental and
optometrist sites
Figure 1: Current Dorset health provision.
Some residents of Dorset use hospital services in neighbouring areas, such as Salisbury
District Hospital, Yeovil District Hospital and Royal Devon and Exeter Hospital, and each year
a small number of people receive specialist services at University Hospital Southampton,
Bristol Southmead Hospital and centres further afield.

1.3.3 – Acute Hospital Services
The three main hospitals in Dorset (Dorset County Hospital, Poole Hospital and the Royal
Bournemouth Hospital) currently provide a lot of the same services, but many are provided
16 The Pre-Consultation Business Case – Dorset’s Vision website
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differently. For example, all three have maternity services; two are led by consultants and
one is led by midwives. All three have A&E Departments. All three are doing much of the
same work and are struggling to meet increasing pressures from year-round demand. None
currently offer 24/7 consultant care on-site.
Figure 2 sets out the current services provided by each of the hospitals in Dorset and
neighbouring hospitals.
Where a service is CCG and NHS England (NHSE) commissioned this denotes a specialist
element of local service provision, note that this is especially true in the case of University
Hospital Southampton (UHS).
Ramsay New Hall is our main provider of spinal services.
Table 1: Key to providers and services
The Royal Bournemouth and
RBH Christchurch Hospitals NHS
Foundation Trust
Poole Hospital NHS Foundation
PHT Trust
Dorset County Hospital NHS
DCH Foundation Trust

SFT Salisbury NHS Foundation Trust
Yeovil District Hospital NHS

Accident and emergency

A&E (emergency department)
Independent sector treatment

ISTCs centre

MSK Musculo-skeletal (service)
ITU Intensive treatment unit

YDH Foundation Trust

HDU High dependency unit

University Hospital Southampton
UHS NHS Foundation Trust (Tertiary
Centre)

NICU Neonatal intensive care unit

BMI BMI Healthcare

PICU Paediatric intensive care unit

New Hall Hospital, Ramsay

New Hall Health Care UK

SCBU Special care baby unit
LNU Local neonatal unit
ENT Ear, nose and throat
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Figure 2: Service provision by acute hospital
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Community Hospitals in Dorset
ury

tesb

Shaf

Sherborne

ford

Bland

Wimbor

St Leonards

ne

Alderney

Bridport

h
churc
Christ

War
eh

am

Westhaven

Weymouth

Swanage

Portland

Weymouth &
Portland
Weymouth
•
•
•
•
•
•
•
•

12 MH inpatient beds
6612m2
X-ray and ultrasound machines
Minor injuries unit
Minor operations, DSU, diagnostics
Physio, GUM clinic, mental health
Community MH
Dorset county outpatients (31,000
attendances)
Dorset county day surgery (1600
attendances)

•

Westhaven
•
•
•
•
•

34 inpatient beds
2381m2
Community MH
Elderly care rehab
OT and physio GP direct admission

Portland
•
•
•
•
•
•

16 inpatient beds
1462m2
X-ray machine
Minor injuries unit
Elderly care, minor injuries, OT, physio,
palliative care, diagnostics
Community MH

North Dorset
Sherborne
•
•
•
•
•
•

34 inpatient beds
X-ray and ultrasound machines
Elderly care rehab
Minor injuries unit
Community MH, OPD, physio
Dorset county outpatients (3400
attendances)

Shaftesbury
•
•
•
•
•
•
•
•

16 inpatient beds
2192m2
X-ray machine
Minor injuries unit
Elderly care rehab
GP and direct admissions
Minor operations
Community MH, OT, OPD, physio

Blandford
•
•
•
•
•
•
•

24 inpatient beds
6527m2
X-ray and ultrasound machines
Elderly care rehab and medical facility
Minor injuries unit
Community MH, OT, OPD, physio,
palliative care
Dorset county outpatients (6200
attendances)

Figure 3: Dorset community hospital services provision
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East Dorset
Wimborne
•
•
•
•
•
•
•
•
•

16 inpatient beds
2192m2
X-ray and ultrasound machines
Minor injuries unit
Elderly care rehab
Community MH
GP and direct admissions
Minor operations
Physio, OT, OPD

St Leonard

s

•
•
•
•
•

22 inpatient beds
7263m
Elderly care rehab
GP and direct admissions
Physio, OT, community care

Poole Bay
Alderney
•
•
•
•

48 physical healthcare beds (+33 MH)
6526m2
OT, physio, community MH
GP and direct admissions
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West Dorset
Bridport
•
•
•
•
•
•
•
•
•
•

44 inpatient beds
8660m2
X-ray and ultrasound machines
Minor injuries unit
Elderly care rehab
GP and direct admissions
Community MH, community rehab,
OPD, physio, palliative care
Dorset county outpatients (5600
attendances)
Dorset county endoscopy
(784 patients)

Purbeck
Wareham
•
•
•
•
•

16 inpatient beds
1832m2
Elderly care rehab
GP and direct admissions
OT, physio, OPD, community MH

Swanage
•
•
•
•
•
•

15 inpatient beds
2133m2
X-ray and ultrasounds machines
Minor injuries unit
OPD, elderly care, OT
Physio, diagnostics

Christchurch
Christchurch
•
•
•
•
•
•
•
•
•

8404m2*
16 Macmillan beds
Pharmacy
Outpatients
Dermatology outpatients and
treatment rooms
Rheumatology outpatients and
treatment rooms
X-ray and ultrasound
Therapy
Day hospital

There are 13 community hospitals in Dorset, six of which
have operating theatre capacity (excluding dental service
undertaken at Poole Community Health Clinic), and an
additional three diagnostics. Each theatre operates two
sessions per day, Monday to Friday, and booking is done on a
‘list basis’, where a full session is booked for each procedure.
Figure 3 (left) details the current community services across
each of the community hospital sites:

1.3.5 – Mental Health
There are currently three acute inpatient sites, including
psychiatric intensive care beds, rehabilitation in-patient
units, specialist dementia inpatient units and a non-CCG
commissioned child and adolescent mental health service
(CAMHS). Acute services are supported by a range of
community services, including:
• CAMHS services
• Crisis and Home Treatment Team
• 14 adult community mental health teams and 12 Older
Persons community mental health teams
• Steps to Wellbeing – Improving access to psychological
therapies (IAPT)
• Psychiatric Liaison services provided out of three acute
general hospitals
• Memory support and advisory service
• Memory assessment service
• Eating disorder service
• Perinatal mental health service
• Community Forensic service
• Vocational service
• Assertive Outreach service
• Early Intervention in Psychosis service
• Intensive Psychology Service

* Current in-use footprint,
ground floor only.
Source: Provider data
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Mental Health Service Provision

ton
Fors

clinic

Alder
n
Hosp ey
ital

ter

hes
Dorc

Westhaven

Poole

’s
nne l
A
t
S
pita
Hos

spital

• Adult: Seaview Ward, acute
assessment
• Adult: Dudsbury Ward
(female)
• Adult: Harbour Ward (male)
• Older people: Alumhurst
Ward
• Psychiatric Intensive Care Unit
(PICU) (male)

Forston clinic,
Charminster

• Adult: Waterston Unit
• Older people: Melstock Unit
Dorchester

• Rehabilitation: Glendenning
Unit

Alderney Hospital
• Dementia Unit

Alumhurst Road
• Perinatal: Florence House
• Rehabilitation: Nightingale
Court, Nightingale House

Figure 4: Dorset mental health service provision
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• ReThink Recovery House
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1.3.6 – GP Practices
There are 91 GP practices in Dorset that vary significantly in size, from single-handed
practices to those with 12 GPs working from the same site. The number of registered
patients per GP also varies, ranging from under 1000 to over 4000 people registered with a
whole-time equivalent (WTE) GP.

1.4 – The Case for Change
1.4.1 – The National Context
The challenge for delivering healthcare services is not unique to Dorset: other parts of
England are facing similar challenges and incrementally improving the current system will
not be enough. NHS England recently published the Five Year Forward View, their own
assessment of how the health service is doing and high-level recommendations on what
needs to change to improve. The review recommended:
• Substantial expansion in preventative care and public health measures to improve the
underlying health of the population
• A greater focus on supporting people to manage their own care
• The creation of a range of new innovative models to break down the boundaries people
experience between primary and secondary care
• The redesign of urgent and emergency care
The recommendations also suggest social care could take on a bigger role in supporting the
shift of care outside hospitals and suggests social care could be embedded in new multispecialty community providers, led by GPs or hospitals, with joint budgets for health and
social care.
In general Dorset’s healthcare system provides a good quality of care for the local
population. The people of Dorset generally have better health compared to the England
average, with low smoking rates and fewer obese children. However, in keeping with other
parts of England, the health economy is struggling to provide the very best quality of care
for people in Dorset. This is because:

1.4.2 – Our Changing Health Needs
By 2023 Dorset’s population will have grown from around 765,000 to over 800,000, with
older people making up much of this increase. Children and young people aged from 0-19
make up a fifth of our local population. Key to good health outcomes is getting the best
start in life.
People are living longer than they did when the NHS was set up nearly 70 years ago, which is
good news, but this brings new challenges. As people grow older, more are living with longterm health conditions, and this number is likely to grow faster in Dorset than the national
average because of our ageing population. For example, by 2020 around one in ten people
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in Dorset are predicted to have diabetes, and one in eight to have heart disease.
However, fewer of us are having heart attacks, strokes or major accidents, and, if these
should occur, are more likely to survive. On this basis, the types of services need to reflect
Dorset’s changing health needs.
We also need to reduce existing inequality gaps – for example the life expectancy of men
living in the poorest and richest areas of Dorset varies by over 11 years.

1.4.3 – The Variable Quality of Care
There are avoidable variations in the quality of care currently provided across Dorset, for
example; current quality of care for patients admitted as an emergency is not as good as it
could be. This is particularly true for people needing emergency surgery where the three
hospitals do not meet national standards for high-quality services (e.g. formal calculation
of risk of peri-operative morality, explicit arrangements of review by elderly medicine). This
is partly due to them being relatively small units and so having too few highly-experienced
senior doctors and associated staff to provide a service around the clock. National research
has found that patients admitted to hospital outside of “normal working hours” do less well
than patients admitted during the day on Monday-Friday17.
We know that a failure to meet peoples need in the community or in their own homes
results in them seeking help from those services that are highly responsive – particularly
emergency departments. This inappropriate use of services does not promote good
patient outcomes as it does not enable hospital staff to understand an individual’s health
condition18.
Expectations for meeting national quality guidance are high, and are continuing to rise.
Whilst most of our services are good, we need to do more to ensure all services meet this
high standard across the county.

1.4.4 – Specialist Treatments
Treatments are becoming increasingly specialised and sophisticated, offering the potential to
transform and improve quality of care by enabling access to the very latest treatments and
techniques, whatever the time of day or day of the week. Heart attacks were best treated by
bed rest in the 1970s and at that time the hospital mortality rate was about 25%. As a result
of advances in medical science, coronary arteries can be unblocked that are causing the heart
attack and this has contributed in a significant reduction in the mortality rate. Evidence
shows that access to increasingly sophisticated treatment requires more specialised services
to be based around larger centres in order to enable specialist staff to see sufficient numbers
of people with the same condition. This allows staff to build and maintain their skills and
capabilities and ensure that people needing this level of care have access to clinicians with
the right specialist skills and equipment.

17 www.nela.org.uk/ – National Emergency Laparotomy Audit, 2014
18 Pre-Consultation Business Case, page 31
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1.4.5 – Clinical Unsustainability
The current healthcare system is clinically unsustainable, driven by an ever-increasing
demand for its services, the insufficient provision of Integrated Community Services (i.e.
the services that the majority of people need the majority of the time) and shortage of
both specialist and generalist clinical staff. Both nationally and in Dorset, there has been
a relentless and growing pressure on the urgent care system with an increasing number
of people being referred to hospitals or attending emergency departments due to lack of
suitable, or accessible, alternative care settings. This, combined with a lack of community,
rehabilitation and domiciliary facilities suitable to reable people and speed their discharge
from hospitals, has resulted in fragmented and sub-optimal care delivery.

1.4.6 – Workforce Unsustainability
At present, more than 30,000 people work within our local health and social care system.
The way services are currently organised means we do not always have staff with the right
skills where and when patients need them. We have difficulties staffing some services
because there are national and local shortages of some medical staff with key specialist skills,
and it is difficult to recruit to some posts. This includes GPs, mental health nurses, consultants
working in A&E and paramedics. In addition, many of Dorset’s staff will reach retirement age
in the next few years, leaving a potential gap due to recruiting challenges and the training
necessary to fill positions.
We do aim to recruit staff from other countries, though the impact of leaving the European
Union remains unclear. These factors together mean that we often rely on expensive, shortterm medical staff, making it more difficult for patients to be seen by the same team over
time.
There is opportunity to organise our staff better, ensuring sustainable, high-quality and safe
care for the future.
The full Case for Change was published in January 201519 and updated in March 201620, both
can be found on the Dorset’s Vision website.

1.4.7 – The Money Available for Healthcare
The amount of money we have to spend on healthcare is increasing by approximately 2%
each year, but both demand for and the cost of providing services is increasing faster, at
5.8% per year. In Dorset, we run the risk of overspending by about £433,000 every day
by 2020/21. If we continue as we are in Dorset, we forecast a shortfall of £158 million per
year.
Figure 5 (p34) illustrates how, by doing nothing, providers will move from a reported surplus
in 2013/14 (denoted as ‘A’ in Figure 5), to a predicted shortfall in 2020/21 (shown as ‘C’).

19 www.csr.dorsetsvision.nhs.uk – The Case for Change 2015
20 www.csr.dorsetsvision.nhs.uk – The Need to Change 2016
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C
B

Expenditure
Forecast gap by
2020/21:
£158m annual
Income

£0m
Underlying
surplus

A

2013/14

NHS providers will move from a
surplus (A) to a deficit (B/C).

Break even
point

2014/15

2020/21

Figure 5: Financial impact of doing nothing in Dorset
Our challenge is not only to ensure that the services commissioned are sustainable, but that
they also continue to improve within the budget available and support us to achieve our
strategic principles.
We need to set year-on-year efficiency targets that build on top of each other. Traditional
productivity improvements, such as cutting the cost of supplies, will not be enough to plug
the future funding gap.

1.4.8 – Financial Challenges
NHS England’s (NHSE) analysis suggests that the overall efficiency challenge will be a
minimum of 4% per annum through to 2020/21, just to keep pace with reduced resources
and rising population demand and costs.
In addition, recent spending settlements for local government have had a detrimental effect
on the ability of social care services to keep pace with increased demand. Local authorities
have to decide how much of their budget is spent on local need, and this competes with
essential services such as street lighting, bin collection and housing services, etc.
As a result, we already take on a greater burden of this through the increased requirements
of healthcare services and therefore we need to work with social care to consider how we
provide integrated services in the most efficient way.
Dorset’s main provider trusts are under growing financial pressure due to increased
activity, and the need to meet clinically mandated minimum staff numbers meant they
incurred a combined forecast deficit of £23.1m in 2015/16, which improved in 2016/17,
when the combined providers broke even. However, this was in part due to a receipt
of c. £22.1m national sustainability and transformation funding, along with other nonrecurrent payments and therefore, the financial challenge and need for change remains
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true. For 2017/18, Dorset’s trusts could receive up to £18.9m of national sustainability and
transformation funds, but this is dependent on the achievement of financial control targets
and the meeting of performance requirements around A&E.
Regardless, cost inflation and the need to meet new clinical service standards will drive
up the cost to deliver services, if we continue to deliver services in the same way as we do
today, so we need to spend the money that we have more effectively. We need to use our
resources, including our workforce, technology and buildings, in a way that brings the
greatest benefit to Dorset’s population. We need to consider how health and social care
spending is best allocated. We need to look at how investment in prevention and primary/
community care may be increased over time to better support Dorset’s population. We want
the biggest health gain for local people from every pound we spend.
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OUR VISION AND FUTURE STRATEGY FOR DORSET

2.1

2.1 – Our Vision and Future Strategy for Dorset
Transforming our hospitals, community services and primary care will enable us to achieve
our ambition of financially and clinically sustainable health and social care designed around
the patient.
We want to deliver this transformation in an innovative way to meet the needs of local
people and support them to lead healthier lives for longer. As more people develop longterm conditions it is crucial that our focus is as much about promoting health and wellbeing
as it is about preventing disease.

People’s homes
GP practices &
primary care
Community
services
Acute hospitals

Figure 6: The five key ambitions
This requires the delivery of five key ambitions:
1: Services Organised Around People
We want to reorganise services so that we put people at the centre of everything we do,
whatever their differing health and care needs. This will mean services are shaped around
local people and not to existing organisational structures or facilities.
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2: Supporting People to Stay Well and Take Better Care of Themselves
We want to help everyone stay healthy and reduce the risk of developing ill health. We also
want to support people to take control of their own health and manage health conditions.
Alongside this, we will work with local authorities to do more to tackle factors affecting
wellbeing such as employment, housing and transport. We do not think it is right to wait
until people are unwell to support them. This will mean that people can live healthier lives
for longer and reduce their need for health and care services. Prevention at Scale is a key
enabling programme and a vital part of our Dorset Sustainability and Transformation Plan21.
Although not in the scope of this business case, we will be working closely with Public Health
to ensure that prevention is a key priority within all delivery models.
3: Delivering More Care Closer to Home
We want to extend the provision of health and care services beyond GP surgeries and
hospitals into people’s homes and our communities – the places most people spend the most
time. This would mean that more care would be delivered closer to home, reducing the
need to travel. There should be easy access to this care when it is needed, including in the
evenings and at weekends.
4: Integrated Teams of Professionals Working Together
We want to establish mixed teams of doctors, nurses and other health and social care
professionals from our three local authorities to provide well-coordinated care. This will
mean that patients do not end up having each of their health and care needs treated in
isolation and be passed from one professional to another. Instead, they can have all their
needs considered together.
5: Re-organising Hospital Services
We want to bring our acute hospital services up-to-date by having highly trained consultants
available 24 hours, seven days a week for some services. This would mean that we need to
change how we provide services across Dorset, and where appropriate, centralise some of them.
National evidence shows that patients receive better, safer services when specialist care is
centralised. This means having acute hospitals focused either on urgent and emergency
care for the most seriously ill patients and life-threatening conditions, or on planned care
for when people need non-urgent or routine treatment. We estimate that an extra 60 lives
could be saved each year by creating separate specialist roles for our acute hospitals. The
Government wants to see this happening across the NHS in England, as explained in the Five
Year Forward View22.

2.1.1 – Transforming Mental Health
The NHS has historically created a separate institutional, legal and regulatory framework
for mental healthcare. We recognise the need to better integrate mental and physical
healthcare and are committed to improving mental health services for the people of
21 Dorset Sustainabilty and Transformation Plan
22 www.england.nhs.uk
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Dorset. A key part of our overall aspiration is to transform Dorset’s services. This will mean
providing:
•
•
•
•
•
•

Equal access to the safest, most effective care and treatments
Equal efforts to improve the quality of care
The allocation of time, effort and resources in line with need
Equal status within healthcare education and practice
Equally high aspirations for service users
Equal status in the measurement of health outcomes

Our vision is aligned with NHSE’s vision for mental health services. We have co-produced a
separate review of mental health services with Dorset HealthCare, service users, carers and
external partners (including local authority) to improve services for people with serious
mental illness23.

2.2 – Developing Clinical Models for Dorset
Our Governing Body identified the key clinical pathways that would form the focus of the review:
•
•
•
•
•

Long-term conditions and frail elderly
Planned and specialist care
Maternity and family health
Urgent and emergency care
Mental health and learning disabilities

Initially at the start of the Clinical Services Review (CSR), four Clinical Working Groups
(CWGs), each chaired by a GP, were established to look at these areas in depth, with mental
health running horizontally through them. Each area focused on how to improve parity of
esteem in these pathways and to ensure that any mental healthcare issues raised by clinicians
were considered.
Following advice from the system Public and Patient Engagement Group (PPEG), mental
health formed their own Clinical Working Group to discuss mental health pathways in depth
following the same process as the other four pathway areas.
A strategic Clinical Reference Group (CRG) was established to bring together all of these
themes and to be the principal clinical advisory group of the review24.
The Clinical Working Groups were charged with:
23 Full details of the proposals and the Mental Health Acute Care Pathway decisions can be found via
www.mh.dorsetsvision.nhs.uk
24 The full governance process for the review can be found as Appendix A

37

2.2

DMBC – NEW MODELS OF CARE AND DELIVERING BENEFITS

• Reviewing current services in Dorset
• Contributing to the overarching need for change review25
• Reviewing clinical research and UK and international reports and recommendations for
high-quality care26 in order to set out ‘what good looks like’
• Describing how services need to change in order to ensure the delivery of those services in
an efficient and effective way
• Setting out models of care to ensure high-quality and efficient acute hospital and
Integrated Community Services
• Looking at how those models could be applied across Dorset
• Contributing to the development of evaluation criteria for assessing options of models of care
• Supporting the evaluation of options using the evaluation criteria
Each of the Clinical Working Groups had discussions about current services, best practice
care pathways and potential models of care for their service area, and around the potential
options for delivering these in Dorset.

2.2.1 – What Good Would Look Like in Dorset
The Clinical Working Groups began by reviewing the current services in Dorset and identified
areas where services are not as good as they could be or achieving recommended guidelines.
The groups went on to review clinical research alongside UK and international reports and
recommendations for high-quality care. The CSR compiled a compendium to capture all of
the information27.
The evidence review covered both acute hospital-based care and ‘Integrated Community
Services’ based care. The term ‘Integrated Community Services’ covers all care that is not
provided from one of the three main acute hospital sites. It therefore includes care delivered
in people’s homes, community hospitals, residential care homes, community clinics, GP
practices, pharmacies etc. and will be referred to as Integrated Community Services28.
Following each Clinical Working Group, the outputs went through a series of meetings, task
and finish groups and events, as set out in our structure in Appendix A, in a cyclical manner
to ensure we captured the views of clinicians and stakeholders, including our PPEG29.
The results from this process identified emerging models of care that could be provided
within both acute and community settings.

25 The Need to Change 2015
26 Pre-consultation Business Case: Appendix A
27 This can be found in the Pre-consultation Business Case: Appendix A
28 For full details, including the outputs for what good could look like in Dorset, please refer to sections nine
and ten of the Pre-Consultation Business Case
29 The process for this can be found in the Pre-consultation Business Case: Appendix C
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2.3 – Governance and Assurance for our Approach
The CSR approach to the design of healthcare was clear; to ensure it was clinically led and
evidence based. Clinicians from across the health community were invited to discuss options
for change and help form the governance structure for the programme.
Strategic clinical advice, oversight and assurance is provided by the Clinical Reference Group,
which is made up of our CCG’s clinical leads and Chair of the Governing Body, medical, nursing
and clinical directors of the Foundation Trusts. It acts as the principal clinical advisory group of
the review. A Finance Reference Group, Chief Executive Reference Group and communication
and workforce groups provided specialist oversight of the process alongside public and patient
engagement (PPEG), ensuring a fully transparent and inclusive review process.
At the start of the CSR, we sought to identify which stakeholders should be informed and
involved in the development of new models of care. This process included:
• Stakeholder mapping to identify our stakeholders we have, or should have, a relationship
with, and the rationale for engaging with them (a workshop was held to identify and
group stakeholders based on this relationship, the delivery of health service and the
understanding of public need and experience)
• A dedicated workshop with Governing Body members, directors, deputy directors and
senior managers to internally assure that stakeholder mapping was up-to-date, relevant,
and fit for purpose
• Extensive pre-consultation engagement to ensure we reach the right audiences/
stakeholder groups in the right way and at the right times (a database for this purpose is
regularly updated with accurate information and contact details)
• Drawing on and developing an established database to ensure as diverse and wide a
geographical and demographic reach as possible
Throughout the process, primary stakeholder partners and reference groups were engaged
with to inform the development of our potential options for consultation. This engagement,
including a list of our identified stakeholders, is outlined in detail within Appendix C30, and
has ensured the CSR programme complies with NHSE’s four tests (Appendix A31).

2.3.1 – Programme Governance
The Clinical Services Review (CSR) is ultimately accountable to our Governing Body for
identifying options that could be taken forward by the local system for implementation.
The programme governance arrangements are intended to provide assurance that the
options have been developed in conjunction with stakeholder organisations and have been
shaped by the needs of patients and experience of local clinicians.

30 Appendix C: Stakeholder Engagement Activity
31 Appendix A: Governance and Assurance Framework
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The governance structure for the CSR programme, based upon these principles, is illustrated
on p4232:
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Figure 7: Original Programme Governance for the CSR
32 The full governance process for the review can be found in Appendix A
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2.3.2 – Assurance
Full details of the assurance framework and internal and external assurance can be found in
Appendix A. A summary of the main stages and assurance process have been provided here.
Commissioners’ General Duties Under the NHS Act 2006
As part of the NHS Act 2006, there are statutory assurance processes that the NHS are
required to meet (as amended by the Health and Social Care Act 2012). The requirements for
this include33:
•
•
•
•
•
•
•
•
•
•
•

A duty to promote the NHS Constitution
Quality of care
A commitment to equality and diversity
Patient choice
Promotion of integration
Public and patient involvement
Innovation and research
A duty to obtain appropriate advice from those with professional expertise
Joint Strategic Needs Assessment
NHS (Procurement, Patient Choice and Competition) (No.2) Regulations 2013
Health and Social Care Act 2012

2.3.3 – Internal Assurance
CSR Control and Assurance Group
From December 2014 to July 2015 internal assurance was provided by the CSR Control and
Assurance Group – an advisory body which met fortnightly throughout the initial review
period. The group was responsible for:
• Advising on the shortlist of service reconfiguration options for full evaluation and
presentation to the Governing Body
• Assuring the CSR process and outputs, and approving the deliverables
• Ensuring the appropriate governance and risk processes are in place to mitigate the risk of
future legal challenges
The group also had responsibility for providing assurance to both ourselves and our partners,
that the review had good governance and was being undertaken in line with the NHS
Constitution.
From July 2015, our directors undertook the approval of operations until March 2016, when
the Quality Assurance Group (QAG) was assembled. A group of our CCG’s Audit and Quality
Committee (itself a committee of the Governing Body), the QAG is chaired by the nursing
and quality director, and includes a patient and public representative. The group has met
33 Examples of how the CSR met these statutory requirements are included within Appendix A.
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fortnightly since its creation with a function of assuring our Audit and Quality Committee
on the processes of the transformation programme, including the content for submission
to the NHS England and Clinical Senate Assurance processes and onward assurance of key
documents. Additionally, it ensures the appropriate governance and risk processes are in
place to mitigate the risk of future legal challenge.

2.3.4 – External Assurance
NHS England
NHS England colleagues have been involved in the CSR from the very beginning, and have
had significant input in the development of potential options.
All CSR activities conform to NHSE’s CCG-wide assurance process. As part of this process,
meetings with the NHS England South (Wessex) team take place for quarterly checkpoint
assessments as well as for an annual review meeting. These reviews look at how well we
have delivered against plans, and allows NHS England South (Wessex) to assess progress
against the six CCG assurance domains.
In accordance with best practice guidelines34, NHSE undertook an assurance process of the
plans for consultation and the models of care for the future. This consisted of two stages:
• The Strategic Sense Check – 10 April 2015. Representatives from NHS England South
(Wessex) were given details on the assurance process, engagement and collaborative
working that had taken place to date. Sufficient assurance was given to agree that the
CSR could pass the first Strategic Sense Check. This meant the CSR programme could
be entered onto the NHSE reconfiguration grid, and was subject to the full assurance
framework. Monthly updates to the reconfiguration grid were submitted
• Assurance stage 2 – The stage 2a assurance (which included receipt of the findings from
Wessex Clinical Senate’s external reviews) approval took place in June 2016. Table 2 (p45)
outlines the approval process

34 www.england.nhs.uk – Planning, Assuring and Delivering Service Change for People – A good practice guide
for commissioners on the NHS England assurance process for major service changes and reconfigurations. Version number: 2 First published December 2013. Updated October 2015
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Table 2: External assurance timeline
Meeting

Date

Outcome

Overview Group for Service
Change and Reconfiguration
(OGSCR)

12 July and 19 August
2016

Accepted the proposed assurance

National Investment
Committee

19 August and 22
September 2016

NHSE Letter of confirmation

15 November 2016

Agreed that they were
supportive of the Dorset
proposal
Stage 2 assurance complete
confirmation. Receipt of this
letter allowed us to formally
proceed to public consultation

2.3.5 – Health Gateway Review
Following best practice guidelines, the CSR underwent a Health Gateway Review in June
2015. The review made several recommendations, which were integrated into the work
plans for the CSR. The report was presented to NHSE as part of the external assurance
process.

2.3.6 – The Wessex Clinical Senate
The Wessex Clinical Senate provides independent clinical advice and leadership to all
commissioners across the Wessex region. It brings together multi-professional clinical leaders
and other public sector and patient leaders to advise and, where necessary, challenge all
parts of the healthcare system to drive improvement.
It provided NHSE with an independent review of the clinical elements of the plans
for service change. Terms of reference were agreed on 13 March 2015, and the initial
review (made by an external review team) took place in June 2015. The report made 16
recommendations for additional detail and information, and we gathered this between
August 2015 and March 2016. It was presented to the clinical senate as part of a study day,
and as a formal report.
The external review team reconvened in May 2016 to review the progress and clinical detail
with subsequent terms of reference. A final determination for the senate council meeting
came to NHS England on 24 May 2016.

2.3.7 – NHS Improvement (previously Monitor)
Discussions took place throughout the CSR with sector regulator for health services
in England NHS Improvement (previously Monitor). Whilst the commissioner decides
which services to procure and how best to deliver them to patients, NHS Improvement is
responsible for ensuring commissioners have worked within regulations to make the health
sector work better for people.
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During the review, analysis and design stage of the CSR, regular telephone meetings with
Monitor/NHS Improvement ensured the group was kept up-to-date with developments, and
was aware of how the foundation trusts that it regulates were engaged and encouraged to
collaborate.
To ensure the assurance processes could be suitably aligned, and to avoid repetition, NHS
Improvement met with NHSE and our CCG leads in February 2016. NHS Improvement gave
informal assurance that it was happy to support the CSR in principle, and has remained
updated with monthly meetings.

2.3.8 – The Four Tests of Reconfiguration
Introduced by the Government, these tests are intended to apply in all cases of major NHS
service change (during normal stable operations). The four tests are set out in the 2014/15
Mandate from the Government to NHS England and require any proposed service change to
be able to demonstrate evidence of:
•
•
•
•

Strong public and patient engagement
Consistency with current and prospective need for patient choice
A clear clinical evidence base
Support for proposals from clinical commissioners

NHS England announced an additional fifth test on the 3 March 2017 in the ‘New Patient
Care Test for Hospital Bed Closures’ document, stating that reconfiguration must take in to
account hospital bed closures and the impact this would have on patients. In response to this
request we prepared a report to provide assurance that our plans meet the requirements
outlined within the new patient care test. It is important to note, however that this test does
not apply to the CSR given that approval has already been obtained from NHS England35.
As commissioners, we have a statutory duty to exercise commissioning functions consistently
with the objectives in the mandate, including the four tests. These have been used to
underpin the processes undertaken within the review as emerging options were developed,
and to thoroughly assess the options themselves.
We used the above approach to develop our clinical models and settings of care as detailed
in this business case36.

2.4 – Delivery Models that will Achieve our Vision
2.4.1 – Acute Care Delivery Models
The vision for acute services is for Dorset hospitals to work much more closely together
in an efficient way. This would allow people rapid access to high-quality services that are
35 www.england.nhs.uk – New Patient Care Test
36 Full governance and assurance information can be found as Appendix A
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sustainable on workforce, quality and financial grounds into the future. All the hospitals in
Dorset will continue to provide services, but the services each one provides will be different
in future to those they provide today and will be part of a Dorset-wide network. This is in
line with “Transforming Urgent and Emergency Care Services in England37” (NHS England
2013) Keogh review.
In the Bournemouth and Poole areas, we will aim to introduce a Major Emergency Hospital.
This will allow consultant-led urgent and emergency care services to be available 24 hours
a day, seven days a week. It will provide the most rapid access and high-quality treatment,
which published evidence shows will save lives across Dorset every year. This centre will also
deliver some specialist services for the whole of the Dorset population.
We are also aiming to provide a Major Planned Hospital in the Bournemouth and Poole
areas to provide rapid treatment of elective operations without the disruption or delay that
can occur from high volumes of emergency cases. This hospital will also provide an urgent
care service for the less seriously ill people.
We will be maintaining urgent, emergency and planned care services at Dorset County
Hospital Foundation Trust, with only the most specialist cases requiring transfer to the Major
Emergency Hospital or Major Planned Hospital. Figure 8, Figure 9 and Figure 10 illustrate
examples of what could be available at the three proposed hospitals.
The hospital-based service models are complemented by a wide range of other services that
include mental health, routine elective, primary care and community care.

37 www.nhs.uk – Transforming Urgent and Emergency Care Services in England
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Major Planned Hospital – summary of services
Urgent and
emergency
care

• 24/7 urgent care centre (as part of Dorset’s urgent care
services) – GP led with consultant input in networked
arrangement with integrated GP out-of-hours services
• Sub-acute medical admissions (up to 30%)
• Rehabilitation beds

Planned and
specialist

• High volume lower risk planned and day case surgery 		
including cancer
• Enhanced planned recovery unit
• Planned medical interventions/admissions, e.g. chemotherapy
• Outpatients and diagnostics
• Networked single Dorset cancer service

Maternity
and
paediatrics

• Antenatal and postnatal care
• Children’s therapies and outpatients

Long-term
conditions,
frailty and
end of life
care

•
•
•
•

Integrated frailty service
Primary and community care services on-site
Step-up, step-down beds
Mental healthcare services (not inpatient beds)

Indicative no. of beds ~180-300

Figure 8: Major Planned Hospital
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Major Emergency Hospital – summary of services

Urgent and
emergency care

• 24/7 consultant-delivered A&E with major trauma
• 24/7 hyper-acute cardiac, stroke
• 24/7 consultant-delivered emergency surgery in line with
NCEPOD*
• Acute medical admissions
• 24/7 gastrointestinal bleed rota
• Acute oncology

Planned and
specialist

•
•
•
•
•

Level 3 critical care
Higher risk, low volume planned care, including cancer
24/7 interventional radiology
Outpatients and diagnostics
Networked single Dorset cancer service

Maternity and
paediatrics

•
•
•
•

24/7 high risk obstetrics unit for maternity
Alongside midwifery-led unit
24/7 inpatient consultant delivered paediatrics
Local neonatal unit Level 2

Long-term
conditions,
frailty and end
of life care

•
•
•
•

Integrated frailty service
Primary and community care services on-site
Step-up, step-down beds
Mental healthcare services (not inpatient beds)

*National Confidential Enquiry into Patient Outcome and Death – indicative no. of beds ~900-1100

Figure 9: Major Emergency Hospital
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Planned and Emergency Hospital – summary of services

Urgent and
emergency care

•
•
•
•
•
•
•
•
•

24/7 A&E with 14/7 consultant presence
Trauma unit
Hyper-acute cardiac*
Non-interventional cardiac*
Hyper-acute stroke service*
Stroke unit and stroke rehabilitation
Emergency surgery 24/7
Acute medical admissions
Acute oncology

Planned and
specialist

• Level 3 critical care
• High volume lower risk planned and day case surgery
including cancer
• Planned medical interventions/admissions, e.g.
chemotherapy
• Networked single Dorset cancer service
• Interventional radiology
• Outreach radiotherapy
• Outpatients and diagnostics

Maternity and
paediatrics

• Consultant-led maternity and paediatric services integrated
across Dorset County Hospital and Yeovil District Hospital
for the Dorset population. Any proposed changes to
services in either hospital would be subject to further local
public consultation by both Dorset and Somerset CCGs as
appropriate.

Long-term
conditions,
frailty and end
of life care

•
•
•
•

Integrated frailty service
Primary and community care services on-site
Step-up, step-down beds
Mental healthcare services (not inpatient beds)

*Services provided 24/7 across Dorset on a networked basis indicative no. of beds ~320-360

Figure 10: Planned and Emergency Hospital
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2.4.2 – Integrated Community Services
Community based services will be led by multi-disciplinary teams of health and care
professionals, working together to meet the needs of people who have short-term health
needs, individuals with long-term conditions and those requiring specialist care for severe
or complex health needs. We will deliver all of these services in a way that makes it easier
for people to access care when and where they need to, with a consistent and high-quality
experience for patients as they move between different parts of the integrated system.
The model identifies five broad groupings of population need and are outlined in Figure 11:

Figure 11: Identified groupings for ICS models of care
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What do We Mean Within Each Level?
Very high need – Those people with a very high-risk of deterioration, requiring case
management, regular supervision and support, e.g. people in the final phase of life, people
with multiple health and social care needs.
High need – Those people in a stable condition but at high-risk of escalating to higher levels
of need and requiring more intense levels of care, e.g. frail people and those with multiple
long-term conditions, severe learning and physical disabilities.
Moderate need – For those people in a stable condition but at moderate risk of requiring
higher levels of care, e.g. frail people and those with multiple long-term conditions
Low and very low need – People that are mostly healthy but have some recurrent health
needs or few care needs.
Creating a Network of Community Hubs
We will establish a network of community service hubs each providing a range of health and
care services which will provide the following:
•
•
•
•
•
•
•
•

Routine care
Rapid same-day access
Self-management support
Outpatient appointments
Urgent and unplanned care
Secondary care consultations
Rehabilitation
Specialist care and support

These hubs will enable people to access a wider range of health services, from routine care
to urgent and specialist care, closer to home. Mixed teams of health and care professionals
will staff them, providing physical and mental health services to children, adults and our
growing older population.
Some hubs will also offer community beds, so that when appropriate people can receive care
locally instead of being admitted to an acute hospital. These community beds will also be
used to provide rehabilitation after an acute stay, and to support people at the end of life.
We have modelled the level of demand we expect for each of the core services that would
be provided, and considered the facilities that would be required on each site, such as the
number of consultation, treatment and therapy rooms. We have identified a minimum
population catchment required for each hub, which will ensure use of the facilities for
a minimum of eight hours a day, five days a week, with some services being provided 14
hours a day, seven days a week, and which uses the workforce efficiently. Our planned,
expanded integrated teams could deliver more and better services from fewer sites than
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the 13 community hospitals and 135 primary care sites that currently operate across Dorset.
An example of the services that could be offered in different types of hubs can be found in
Figure 12:

Model 1

General practice services
Urgent care
Out-of-hours
Community services
Proactive management of long-term
conditions
Most outpatient appointments (including
prenatal/postnatal care)
Minor procedures
Step-up/step-down beds
Rapid response teams for frail elderly
Children’s services
Diagnostics – point of care pathology and
radiology
Pharmacy (optional)
Co-location of other health professionals
– e.g. mental health, optician, dentist and
potential social care services

Model 2

Model 3

Single large hub

Community
hub













  






















Spokes

Larger GP Other GP
practices practices






Figure 12: Example Services in different types of hubs

2.5 – Delivering Benefits
Achieving our vision to improve the quality of care, meet changing needs and deliver care
affordably will change the way we deliver local NHS services. It will improve health in
Dorset and create a sustainable future for the healthcare system. There will be benefits to
people using our services and those working to deliver them across the health and social
care system. We expect these to be delivered throughout the period of change continuing
beyond the life of the programme.
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Whilst the CSR recommended models of care focusing on services commissioned by the
NHS, the impact of the programme represents a significant portion of the ‘Our Dorset’
Sustainability and Transformation Plan (STP)38 and as such will offer benefits to the local
system, including healthcare providers and Local Authorities. To enable the benefits to take
place, we have created a benefits framework that takes these aspects in to account to ensure
that the broadest possible range of improvements is targeted and monitored.

2.5.1 – Purpose of the Benefits Framework
The benefits framework describes the benefits associated with addressing the challenges
outlined in the Dorset CSR case for change by implementing our proposed models of care. It
also provides a means by which the system can monitor benefits realisation by providing a
summary view of high-level transformation programmes that will deliver the new models of
care and the associated benefits along with a set of emerging performance indicators.

2.5.2 – Benefits of Implementing the CSR Model of Care
As part of the design phase of the new models of care, comprehensive engagement was
undertaken with stakeholders including clinicians, and patient and public representatives
to describe and identify the benefits of new models of care that address our challenges
outlined in the case for change. Additional work since the design phase has been overseen
by the Clinical Reference Group to ensure the content of the benefits framework stays
supportive and in line with the vision outlined in the Pre-Consultation Business Case (PCBC).
A number of the key headline benefits associated with the acute and Integrated Community
Services models of care are outlined here.
Acute Hospitals
Patients needing emergency care would benefit by being taken to a hospital with specialist
consultant-led services where the ambition is to have these available 24 hours a day, seven
days a week. It is estimated that an extra 60 lives39 could be saved each year by creating
separate specialist roles for local acute hospitals.
Development of a Major Planned Hospital will support continuous delivery of treatment,
within national NHS Constitution standards on waiting times, where patients needing
planned operations or other procedures will be far less likely to experience cancellations as a
result of disruption associated with providing emergency care.
The development of one Pan-Dorset cancer service for surgical and non-surgical cancer
delivering seamless, equitable care, regardless of where people live in Dorset will lead
to approximately 300 additional local people in Dorset surviving cancer per annum by
implementing the national cancer strategy.
By centralising cardiac services, variation in the quality of care will be erased resulting in
better clinical outcomes for people.
38 Dorset Sustainability and Transformation Plan
39 www.nhs.uk – Keogh, 2013, The Evidence base from the urgent and emergency care review
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Access to a specialist stroke review will happen within 24 hours of admission, provision of
thrombolysis, and reduced length of stay in hospital will enable 40% of people who have a
stroke to go home earlier with rehabilitation.
More choice and personalised care for pregnant women will be achieved by offering a choice
of birthplace and increasing the number of births in midwifery led environments
Integrated Community Services
Increased access to urgent and routine care for more hours of the day so that people can be
seen more quickly and at a time that is convenient to you with a range of services available
12 hours a day, seven days a week.
More support when a person experiences an urgent health or social care need, with rapid
access to more care provided at home and at the large community hubs with beds. It is
expected that this will reduce unplanned acute hospital admissions by 25%.
More information and support so that people can take better control of your own health.
It is predicted this would mean that 10% fewer people would need to attend an outpatient
appointment and that there will be a 25% reduction in follow-up appointments.
More rapid discharges from acute hospitals or large community hub back to home settings
because of much closer working with social care.
Less need for people to travel to an acute hospital for care with the expansion of services
available within community settings and closer to people’s homes. It is expected that
more outpatient appointments and same-day treatments, the majority of phlebotomy
and anticoagulation services and most therapy services would be provided in a community
setting rather than in an acute hospital.
A better experience of care through reduced waiting times for appointments, x-rays,
diagnostic tests and results because they will be available locally at community hubs.
Less health complications and poor outcomes for people with long-term conditions and
frail older people because of the support available locally from a mixed team of health
and care professionals resulting in a better experience of care in settings closer to home.
By tailoring the approach to focus on those most in need the model of care is expected to
prevent avoidable acute hospital admissions for the 27% of the population with moderate
to complex healthcare needs associated with long-term conditions and frailty.
Better outcomes and an improved experience of care for children and their families through
more co-ordinated care provided from a broader range of settings.
Parity of esteem for people experiencing mental health problems by routinely offering
screening for mental health needs in physical health settings.
A greater emphasis placed on prevention which will result in at least 120 fewer people
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developing diabetes, between 50-250 fewer people developing heart disease, and seven
fewer people presenting with lung cancer.
Less need for people to have to repeat their health history to different staff because they
would all have access to same patient information. This will reduce the possibility of there
being errors with people’s care in addition to giving people greater access to their own
health records.
Financial Benefits
Implementing the recommended models of care will address the financial gap and provide a
more sustainable financial footing for the local health system by delivering identified savings
of £185m through:
• Adopting the principles of the RightCare40 approach to eliminate variations in care,
improve quality of care and value for money will save £58m. A system level collaborative
agreement across all Dorset health partners is also delivering improvements in variation,
supporting adoption of new models of care, and improving demand management
• Pro-active management of some groups of people with known health problems using
a multi-disciplinary team approach to improve support in settings closer to home and
reduce unplanned emergency medical hospital admissions by 25% (secondary prevention)
will achieve £27m financial savings
• Increasing the number of services offered outside acute hospitals by moving 100,000
hospital-based outpatient appointments to community settings in tandem with reducing
the need for new outpatient attendances by 10% and follow-up outpatient attendances
by 25% – £8m
• Maximising effectiveness across the acute workforce and in areas such as supplies,
information technology and estates to deliver more appropriate services with better
outcomes for less money – £73m
• Reconfiguring acute hospital services in the East of the county into distinct Major
Emergency and Major Planned Hospital sites – £19m
The financial activities outlined here that are not consultation dependent, for example;
reducing variation, demand and aspects of Integrated Community Services, have started and
are working in line with the agreed collaborative agreement signed in December 2016 by us
and the four Dorset Foundation Trusts. It is too early to see whether the benefits are being
realised, however there are plans to hold activity/ demand at no more than 2016/17 levels in
place which are being monitored through the Operations and Finance Reference Group. This
is linked to delivering no increase in activity driven costs or workforce increases. Currently
all of the partners are reporting they are on target to deliver their respective savings plans,
which is targeting an in-year (2017/18) total Dorset provider and CCG savings challenge of
£85m, thus demonstrating a high confidence level in the ability of Dorset to deliver the
anticipated benefits of our proposals.

40 www.england.nhs.uk – RightCare
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Workforce Benefits
Our new models of care create opportunities for a sustainable workforce with availability
24/7 where appropriate; the ability to attract and retain high calibre staff to Dorset;
improved efficiency of working practices and reduced pressures on workforce; as well as
providing enough volumes of care per consultant to maintain critical skills and expertise.

2.5.3 – Programme Benefits Framework Tables
Building on the key headline benefits outlined here, a set of tables describing the main
programmes of work have been produced and included in Appendix B. These are structured
around five portfolios including:
•
•
•
•
•

One Acute Network
Integrated Community and Primary Care Services
Prevention at Scale
Digitally Transformed Dorset
Leading and Working Differently

Each table sets out the vision of the respective programmes, related deliverables and the
associated benefits of change. The tables also show how the outputs address the challenges
and close the gaps highlighted in our case for change: care & quality; health & wellbeing,
and financial.

2.5.4 Proposed Performance Indicators
The benefits framework includes a set of indicators and metrics for system leaders to see
the progress of benefits. The detail outlined in the benefits framework tables is translated
into a set of specific measurable indicators linked directly to both what each programme
will deliver (for example 24/7 consultant presence) and the benefits of this (for example;
improved clinical outcomes).
Initial work using the principles outlined here has been undertaken to develop a matrix of
indicators against high-level benefits identified during the initial design phase of our review.
Principles:
•
•
•
•
•

Focus on outcomes and quality of care
Meaningful and transparent
Pragmatic in number
Makes best use of existing measures and data collection
Ability to embed as business as usual

As our proposals are based on improving patient and clinical outcomes, an emphasis has
been placed on identifying indicators that relate to these areas. As a result, indicators have
not been identified for all programme elements and further work is planned to develop
programme specific indicator sets.
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Through regular monitoring of these indicators, the benefits can be demonstrated and the
system can test that performance across a range of areas is taking place as expected. In the
event that a benefit is not being realised as planned, the monitoring process would flag this
and allow the programme to plan interventions to address any potential issues41.

Quality of
care for all

Sub-criteria:
• Clinical effectiveness
• Patient and carer experience
• Safety

• Improved delivery against clinical and constitutional standards, access to skilled staff
and specialist equipment, comparison of current clinical quality of sites
• Improved patient and carer experience (overall holistic/personalised care, respect and
involvement in decisions and consistency) with excellent communication and improved
estate
• Expected impact on excess mortality, serious untoward incidents

Access to
care for all

Sub-criteria:
• Clinical effectiveness
• Patient and carer experience
• Safety

• Impact on population weighted average travel times (blue light, off-peak car, peak car,
public transport) to reflect average impact for emergency and elective treatment and
total impact for more isolated and/or rural populations
• Ability of model to facilitate seven-day working and improved access to care out-ofhours
• Number of sites delivery emergency, obstetrics, elective, outpatients, diagnostics,
number of trusts with major hospital sites

Deliverability

Sub-criteria:
• Expected time to deliver
• Co-dependencies with other strategies

• Ease of delivery change within three to five years
• Alignment with other strategic changes (e.g. Better Together, national and local NHS
strategies) and provides a flexible platform for the future
41 A set of emerging high-level performance measures are included within Appendix B
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2.6 – Evaluating Delivery Model Options to Address the Need
2.6.1 – Developing the Evaluation Criteria
The final evaluation criteria were developed by clinicians at Clinical Working Groups, the
Finance Reference Group, PPEG (with PPEG having the final say in the design process) and
were approved by the CSR Control and Assurance Group42, along with the measures for each
criterion. The evaluation criteria were agreed before any evaluation of the potential options
was carried out to ensure the options were assessed as objectively as possible:

Affordability
and value for
money

Sub-criteria:
• Clinical effectiveness
• Patient and carer experience
• Safety

• Impact on population weighted average travel times (blue light, off-peak car, peak car,
public transport) to reflect average impact for emergency and elective treatment and
total impact for more isolated and/or rural populations
• Ability of model to facilitate seven-day working and improved access to care out-ofhours
• Number of sites delivery emergency, obstetrics, elective, outpatients, diagnostics,
number of trusts with major hospital sites

Workforce

Sub-criteria:
• Scale of impact
• Sustainability
• Loss of Dorset workforce

• Potential impact on current staff and retraining required
• Likelihood to be sustainable from a workforce perspective, facilitating seven-day
working and taking into account recruitment challenges and change in what workforce
does, i.e. the ability to ensure sufficient people with the right skills in the right places
• Potential impact on staff attrition due to change

Other (e.g.
research and
education)

Sub-criteria:
• Disruption to research and education
• Support current and future education and research delivery

• Disruption to research and education
• Support for current and developing research and eduction delivery (e.g. meeting
college standards of training individuals and service specifications)
Figure 13: Final evaluation criteria as approved by the CSR Control and Assurance Group
42 This is shown in Appendix A
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Acute Hospital Evaluation
Figure 14 summarises the evaluation process for the acute hospital site-specific options:
Models of care help to shape the breadth of
potential acute hospital options

Long list

Medium List

Short list

Final selection
Figure 14: Narrowing of acute hospital site-specific options
The process of developing options started with the formation of a long list of generic potential
options, designed by creating the different permutations of the models that could exist at
specific locations. At this stage potential options were described generically (i.e. not sitespecific). This is because the analysis was to be conducted at a high-level. Unviable options,
those that did substantially worse in a criterion with comparison to other potential options,
were excluded by the Clinical Working Groups at their third meeting on 21 January 2015.
The ‘viable’ potential options that remained formed the medium list. A more detailed analysis
of the viable potential generic options on the medium list was conducted using evaluation subcriteria43 at the fourth and fifth Clinical Working Group meetings on 25 February and 25 March
2015. To do this, they reviewed each of the potential generic options against each of the criteria,
and considered the pros and cons between the potential options across the criteria.
This analysis was used to form the short list. At this stage, the options move from being
generic to being ‘site-specific’44.
43 Details of sub criteria can be found in the Pre-Consultation Business Case – Appendix C
44 Full details of the evaluation can be found in the Pre-Consultation Business Case Appendix F
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Scrutiny of evidence against each criterion was based on data and information provided
directly by local providers, publicly available published data or information supplied via
reference groups and working groups and the knowledge, expertise and judgement of the
professionals involved.
Additionally, our Governing Body went to each of the hospital sites to fully understand how
the evaluation criteria applied to each site-specific option and the rationale for it.
Integrated Community Services Evaluation
The evaluation criteria used to determine the options for acute services were also used for
the evaluation of Integrated Community Services. Scrutiny of evidence against each criterion
was based on data and information provided directly by local providers, publicly available
published data or information supplied via reference groups and working groups, and the
knowledge, expertise and judgement of the professionals involved. Site visits completed by
our Governing Body were also considered.
45

Models of care help to shape the breadth of
potential ICPS options

Full list of potential options
Filter

Long list of potential
options
Short list

Short list of
potential
options
Preferred potential
options
Figure 15: Narrowing of ICS site-specific options44

45 The detailed evaluation for community hubs can be found in the Pre-Consultation Business Case Appendix K

59

2.7

DMBC – NEW MODELS OF CARE AND DELIVERING BENEFITS

2.7 – Options for Consultation
2.7.1 – Proposals Common to all Consultation Options
After reviewing all the analysis, our Governing Body recommends that in all options:
• Dorset will have a Major Planned Hospital, a Planned and Emergency Hospital, and a
Major Emergency Hospital
• Specialist services will continue at Dorset County Hospital
• There will be an increase in networked services across the county
• There will be increased investment in prevention and Integrated Community Services
• More activity will be delivered through Integrated Community Services settings
• There will be higher quality, more consistent care through locality based services
• Dorset will continue to support research and education through Health Education
Wessex46 and the Wessex Academic Health Science Network47

2.7.2 – Description of Proposals for Dorset County Hospital
Under all options, Dorset County Hospital will be retained as a Planned and Emergency
Hospital with a low complexity, high-volume elective centre, providing the services as
detailed in 2.3.
The reasons that Dorset County Hospital is not being proposed as the Major Emergency
Hospital are:
• The clinicians determined that a Planned and Emergency Hospital should be in the West to
ensure good access for all of Dorset’s population to both planned and emergency services
• Population size and travel time analysis suggested that the Major Emergency Hospital
should be in the East
In terms of specific sites, we recommended that Dorset County Hospital be retained a
Planned and Emergency Hospital.

2.7.3 – Options A and B
The two site-specific options that were identified by clinicians for delivering the model of
care for acute hospital-based services are shown in Figure 16 and Figure 17.
Both Option A and B are underpinned by Dorset’s hospitals working together as part of ‘One
NHS’ in Dorset as outlined in the Dorset Hospitals Acute Care Vanguard proposal48 to ensure
all hospitals provide services in a networked way. This will improve workforce issues and
deliver more responsive services to people across Dorset.
46 Health Education Wessex website
47 Wessex Academic Health Science Network website
48 As found in the Pre-Consultation Business Case Chapter 10.4
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In both options, Dorset County Hospital will continue to provide a planned and emergency
service to support access to services in West Dorset.
Services will develop into networked models under the Acute Care Vanguard programme
and the more complex services will be supported by the Major Emergency Hospital or
by specialist tertiary providers. The Major Emergency Hospital will provide some highlyspecialised services for the whole of Dorset, with tertiary specialist services continuing to be
provided by University Hospital Southampton.

Option A
Dorset County Hospital
Planned and Emergency
Hospital with A&E services

Poole Hospital
Major Emergency Hospital
with A&E services

Royal Bournemouth Hospital
Major Planned Hospital with
urgent care centre (as part of
Dorset’s A&E network)

Option B
Dorset County Hospital
Planned and Emergency
Hospital with A&E services

Poole Hospital
Major Planned Hospital with
urgent care centre (as part of
Dorset’s A&E network)

Royal Bournemouth Hospital
Major Emergency Hospital
with A&E services

Figure 16: Options A and B for acute hospital care
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Poole Hospital

Dorset County
Hospital

Royal Bournemouth
Hospital

Major emergency
hospital

Planned and
emergency hospital

Major planned
hospital

Major planned
hospital

Planned and
emergency hospital

Major emergency
hospital

A
Two
options

B
Figure 17: Description of Options A and B for acute hospital care
The two proposals were developed using the ‘funnelling’ process as described in section 2.6.1
and Figure 14 (p60), and were evaluated at Clinical Working Group 7 to test the assumptions
in the clinical models. These same evaluation criteria were established during the CSR design
phase.
In February 2016, the Clinical Reference Group (CRG) received the proposals and the Clinical
Working Group 7 views on both options. The CRG agreed with the evidence presented and
the revised ratings against the evaluation criteria for each proposal.
The CRG supported the Medical patients’ proposal which would result in fewer ‘new-build’
beds on the Major Emergency site thus requiring £25m less capital under Option A and £12m
less capital under Option B. This proposal would also deliver a benefit of improved access
times for residents close to the Major Planned Hospital.
The CRG did not support the theatre proposals at this time since the potential capital cost
savings were relatively low at £2.5-3m and it was not felt that this justified changing the
clinical model design of all routine elective surgery centred on the Major Planned site.
Having looked at the acute model of care and considered the site-specific options, the
evidence for each option can be evaluated in order to come to a recommendation49.
In considering the evidence, local stakeholders requested that we determine a preferred option.
49 To understand the full evaluation of the acute hospitals, please see Pre-Consultation Business Case Chapter
15, Appendix C and Appendix F
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The summary of the evaluation of both options (noting this is a summary of the major
benefits) is outlined here:
Table 3: Acute reconfiguration options evaluation criteria
Criteria

Option A

Option B

Quality of care for all

↔

↔

Access to care for all

i



Affordability

i



Workforce

↔

↔

Deliverability

↔

↔

Other (R&D)

↔

↔

= Better Evaluation ↔ = Equal Evaluation
In most areas both options rated the same, so, ultimately, the decision came down to access
and affordability. In both areas, Option B was rated better, with Royal Bournemouth Hospital
as the Major Emergency Hospital and Poole Hospital as the Major Planned Hospital:
• There is better access at the Bournemouth site as more of the population live in the East
of the county. It is also better for patients living in West Hampshire that rely on Dorset
services
• Royal Bournemouth has emergency access for helicopters on-site (at Poole Hospital they
have to land nearby and have an ambulance transfer)
• The Royal Bournemouth site is good for expansion
• There is better outside space and larger patient areas at Royal Bournemouth – the more
modern building gives it a better starting point for implementation
• If Royal Bournemouth became the Major Planned Hospital, up to 19 more modern wards
would need to be closed
• Royal Bournemouth has lower running costs
• Royal Bournemouth would be cheaper to develop, and there would be less disruption to
services whilst building was carried out
• Onward transfer to Southampton for specialist services is easier
• It would cost an additional £42m to develop Poole rather than Royal Bournemouth
• Poole makes a more appropriate planned hospital as its town centre location makes it
easier for patients to get to, and for public transport links as it is near both the bus and
train stations. (NB: Most seriously ill patients going to the Major Emergency Hospital
would be in a ‘blue light’ ambulance)
• Poole’s central location also makes it the better location for community beds
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The following table shows the major capital developments and benefits for our proposed
reorganisation of the acute hospitals:
Table 4: Major Emergency Hospital capital developments and benefits

Major Emergency Hospital
Capital development

Benefits

Pathology

•

Access to a single, more efficient unit
complemented by a hot laboratory for
processing urgent tests from the wards at the
major planned unit

Emergency Department

•

Additional space to accommodate increased
capacity
Greater separation between adult’s & children’s
areas
Increased cover with 24/7 consultant-led services
on site
Safe, high quality, sustainable service which
meets national guidance

•
•
•
Additional beds and remodelled
wards

•
•
•

Children’s unit

Maternity Unit

•

Move towards purpose-designed children’s unit
to improve patient experience, and operational
effectiveness

•

Predominately new build with sufficient capacity
to meet future projected activity
Full en-suite rooms
Part of integrated single maternity service as
recommended by Royal College review
Will support benefits to patients through: choice
and personalisation; birth choice and specialist
care

•
•
•

On-site helipad (only available if
Bournemouth was to be the Major
Emergency Hospital)
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Move towards four bedded bays away from
current six bedded
Will help to meet improved infection control
guidance and standards
Provide consistent single room availability

•

24/7 accessibility in line with Civil Aviation
Authority requirements
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Table 5: Major Planned Hospital capital developments and benefits

Major Planned Hospital
Capital development

Benefits

Pathology

•

A new hot laboratory for urgent tests requested
from the wards

Urgent Care Centre

•
•

Improved patient flows
Links to primary care

Day case

•

Located next to other services needed to support
integrated working and patient flow

Theatre & Recovery

•
•

Co-location of theatres to single efficient unit
Includes six clean air theatres (laminar flow
theatres) for greater flexibility
Upgrading of present theatres
Provides service free from delays caused by
management of emergencies

•
•

2.7.4 – Integrated Community Services
Community hubs with and without beds
Following the evaluation analysis, we proposed the following options for community hubs,
with and without beds, for consultation as shown in Figure 18 and Table 6:
Table 6: Community hub locations

Community hubs with beds

Community hubs without beds

•

•
•

•
•
•
•
•
•

Poole or Bournemouth hospitals
(subject to the decision on the
preferred Major Planned Hospital)
Wimborne hospital
Bridport hospital
Blandford hospital
Sherborne hospital
Swanage hospital
Weymouth hospital

•
•
•

Shaftesbury (with care home beds)
Christchurch (with care home
beds for the Christchurch and
Bournemouth areas)
Dorset County hospital49
Portland
Wareham (with care home beds)

50

50 Dorset County Hospital is also an acute hospital
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Alderney Hospital will maintain its services until alternative services have been established
and staff have been appropriately transferred, at which point the community beds at
Alderney Hospital will close. St Leonards hospital would not be used as a community hub,
either with or without beds. The services based there would be appropriately moved and the
site would be closed.

Acute hospital

Community hub without beds

ury

tesb

Shaf

Community hub with beds
Sherborne

ford

Bland

Wimbor

ort

Chri
stch
urch

ne

p
Brid
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ter

*

Wareha
m

Weymouth
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Bou
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Portland

*

Either Poole or Bournemouth Hospital (subject to which is the Major Planned Hospital site

Figure 18: illustration of community hub locations
A more detailed summary of the site-specific preferred options for community hubs for each
Dorset locality is illustrated here:
North Dorset
Two community hubs with beds in Sherborne and Blandford with a wide range of facilities
(including outpatients and diagnostics).
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A community hub without beds, providing outpatient, ambulatory care, diagnostics and colocation of community teams in Shaftesbury and Gillingham, with access to care home beds
for step-up care, and palliative care beds with enhanced in-reach support.
The future site for the community hub in Shaftesbury will be considered in recognition
that Shaftesbury Hospital has significant limitations, and would not be suitable as a future
community hub.
Mid Dorset
A community hub based at Dorset County Hospital in Dorchester, including the development
of step-up beds through reprofiling of Dorset County’s existing beds. In addition, people
would have access to community hubs with beds, offering a range of facilities (including
outpatients and diagnostics) in neighbouring Blandford, Sherborne, Bridport and Weymouth.
West Dorset
A community hub with beds in Bridport with a wide range of facilities (including outpatients
and diagnostics). In addition, access to a community hub with beds in neighbouring
Sherborne and Weymouth.
Weymouth and Portland
A community hub with beds in Weymouth with a wide range of facilities (including
outpatients and diagnostics).
A community hub without beds on Portland. In recognition of Portland Hospital’s limitations as
a suitable site for a community hub, GPs have begun to explore alternative sites in this area.
Purbeck
A community hub with beds and some outpatients at Swanage.
A community hub without beds at Wareham, providing a wide range of outpatient services
for the Purbeck area. In addition, short-term care home beds with enhanced in-reach
support would be used in the Wareham area.
East Dorset
A community hub with beds in Wimborne with a wide range of facilities (including
outpatients and diagnostics). In addition, access to community hubs in neighbouring
Christchurch, Poole or Bournemouth (subject to the decision for the location of the Major
Planned Hospital) and Blandford.
Poole Localities
A community hub with beds at Poole Hospital or Royal Bournemouth Hospital (subject to
the decision for the location of the Major Planned Hospital) with a wide range of facilities
(including outpatients and diagnostics). In addition, access to the community hub with beds
at neighbouring Wimborne Hospital.
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Bournemouth and Christchurch Localities
A community hub with beds at Poole Hospital or Royal Bournemouth Hospital (subject to
the decision for the location of the Major Planned Hospital) with a wide range of facilities
(including outpatients and diagnostics).
A community hub without beds in Christchurch (Christchurch Hospital will retain its palliative
care beds) and community beds in a range of sites across the area, using short-term care
home beds with enhanced support.
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3.1 – Background
We are committed to putting the views of local people at the heart of the NHS and to
making sure that they are included as equal partners in the planning of local services.
To ensure this happens we have a tried and tested process for public participation and
engagement. This process has been developed in line with national guidance, good practice
and our statutory Duty to Involve51. It includes several stages to promote a continuous
cycle of meaningful engagement: audience analysis, representation, gathering insight,
communication planning, engagement and relevant consultation on proposed changes and
undertake an equality impact assessment.
The scale of the CSR proposals made it important and desirable that we heard the views of
local communities in and around Dorset; this included hearing the views of people in West
Hampshire, South Somerset and South Wiltshire. We launched a 12-week public consultation,
which ran from 1 December 2016 to 28 February 2017, to ensure the views of Dorset’s
residents were heard and considered during the detailed deliberations that formed part of
the decision-making process.

3.1.1 – Pre-consultation Public Engagement
We wanted to ensure as many people as possible who use Dorset’s NHS services were
aware of and included in the public consultation. To do this we looked to the public to
help inform our engagement. Opportunity for information and involvement is always open
to Dorset’s residents, and regularly promoted by us in a variety of ways, including public
meetings, shows and events, through local and social media and via a range of networks and
stakeholders.
Informed Audiences
We have a data base of what we describe as our ‘informed audiences’. These are members of
the various patient and public representative groups who we work with regularly. They are
our first point of contact before engaging more widely with people in Dorset. We ask these
groups to cascade information on our behalf to their members and to seek their views on a
range of matters.
Patient (Carer) Public Engagement Group (PPEG)
In 2015, we set up a Patient (Carer) Public Engagement Group (PPEG), which brought
together about 20 people with rich shared life experience, drawn from across Dorset’s
geography, demography and diversity. Collectively, they act as a critical friend52.
The Health Involvement Network (HIN)
To reach a wider range of people we have a HIN – a database of people interested in helping
improve health services in Dorset. To date, there are approximately 4500 members of the
HIN at any one time, and we constantly update and refresh the membership to ensure it
51 www.legislation.gov.uk s14Z2 of the NHS Act (2006)
52 See Appendix C
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continues to represent a wide range of interests and views.
Supporting Stronger Voices
We also have an established Supporting Stronger Voices Forum, which represents
many groups and organisations from across the county. These include patient and
carer representatives from a range of condition-specific groups; chairs of (GP) practice
participation groups (PPG) and locality involvement groups; Dorset Youth Association (DYA);
Dorset Race Equality Council (DREC) involvement group and the Lesbian, Gay Bisexual and
Transgender (LGBT+) advisory group.
Supporting Stronger Voices meets every six months. The key objectives of the forum are to
provide information and support to empower people in their role, feedback on how people’s
views are informing change, view-seeking on a proposed area of service change and the
opportunity to network with and support each other.
Practice Participation Groups
From April 2015, all GP practices in England were required to form a PPG, so we are working
closely with PPG chairs and practice managers to develop a network of PPGs to support
patient and public voices at a local level.

Figure 19: Dorset CCG’s Public Engagement
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Diverse Groups and how we Work with Stakeholders and Local People
When planning the CSR, we reviewed how best to reach people in diverse, potentially
excluded and disadvantaged groups. To do this, we mainly work with ‘gatekeeper’
organisations which represent the interest of these groups and can offer us access to them.
Examples of these include DREC, LGBT+ Advisory Group and self-advocacy organisations for
people with learning disabilities such as Poole Forum, Bournemouth People First and People
First Dorset.
During 2016 we continued to hold regular bi-monthly meetings with Healthwatch Dorset
officers and maintained strong working relationships with the two Bournemouth and Poole
Council of Voluntary Services; Dorset Community Association; Volunteer Centre Dorset, and
with DREC.
We also formed strong links with the Dorset Association of Parish and Town Councils
(DAPTC) to reach into rural communities and Dorset Chamber of Commerce to engage with
the hard-to-reach ‘working well’ audiences.
We used well established networks, for example the Pan-Dorset Engagement and
Communications Network, to communicate with NHS and public-sector. This is because we
recognise that the public sector is one of the main employers in Dorset and that staff are
residents as well as employees, with a wealth of views and experience to contribute to our
conversations.

3.1.2 – Additional Integrated Community Services (ICS) Proposals PreConsultation Engagement
Before we went out to formal public consultation on the CSR, we wanted to find out what
local people thought about our plans for changes to community services. This helped us
shape the final proposals before consultation began.
During March and April 2016, 339 local people attended nine public engagement events
across Dorset to discuss proposals for new Integrated Community Services, providing us with
2162 pieces of feedback.
We followed this up with two public engagement events in June which gave voice to 157
people with a special interest in community health and care. We also ran a road show during
June, in which 36 members of staff travelled 650 miles over two weeks to reach out to
communities across Dorset. They spoke with hundreds of people to gain thousands of pieces
of feedback which were collated and used to inform the proposed changes to community
services which were part of the CSR public consultation.

3.2 – Consultation Questionnaire Design and Analysis
Opinion Research Services (ORS) is a spin-out company from Swansea University with a UKwide reputation for social research and major statutory consultations. ORS was engaged to
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design the open consultation questionnaire and to independently analyse the responses to
the public consultation. ORS also facilitated 14 deliberative focus groups and carried out a
telephone survey of Dorset and neighbouring residents on our behalf.
Once the consultation closed, ORS produced a comprehensive independent report of the
responses to the consultation and presented the headline results to a mixture of public and
clinical audiences.
The consultation process was praised by both the Consultation Institute and Opinion
Research Services.

3.3 – The Consultation
Various methodologies were used throughout the public consultation to encourage as many
people as possible to make their views known to us. The methods used were intended to be
inclusive and to offer opportunities across the demography, diversity and geography of local
and neighbouring populations. These included an open consultation questionnaire (available
online, as a paper copy and in Easy Read format); a telephone survey of local residents; and
focus groups. There were also numerous written submissions and a number of petitions
received by ourselves or sent directly to ORS.
In further support of the consultation, we:
• Produced a comprehensive consultation plan and consultation document, which have
received ‘good practice’ accreditation from the Consultation Institute53. The Consultation
Institute is a not-for-profit organisation which promotes best practice in public
engagement and consultation. Comments from PPEG were incorporated into production
of the document prior to publication
• Distributed 65,000 consultation documents and 23,000 pocket-sized summary ‘z-cards’
• Produced 1000+ questionnaires in Easy Read for people with learning disabilities and
those whose first language is not English
• Re-designed Dorset’s Vision, our consultation website, to include new features, such as
two short animations and films specifically for younger people to explain the proposed
changes, and an interactive map to show what the changes would look like in each area
of Dorset
• Implemented a new social media policy which included the launch of an ‘It’s Mine,
It’s Yours, It’s Ours’ campaign featuring local people to encourage participation in the
consultation
• Produced three films made especially for younger people
• Launched the consultation with two informed audience events, attended by 200 people
representing local groups and organisations across Dorset
• Hosted 14 new-style drop-in events across Dorset and in West Hampshire, which were
53 www.consultationinstitute.org
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open from 2pm until 8pm, giving more than 1900 people the opportunity to have
meaningful conversations and ask questions about the CSR proposals. This took account of
what people said they wanted during the pre-consultation engagement
Held 25 more localised pop-up events to increase outreach into local communities
Delivered 85,600 leaflets to homes in Weymouth, Portland, Bridport, Bournemouth, Poole
and areas of South Wiltshire to encourage response rates in these areas
Responded to 603 enquiries, including letters, emails and telephone calls
Shared 50+ CSR facts through social media
Had 370+ media interactions
Accumulated 62,000 page views on the Dorset’s Vision website, with 20,000 individuals
visiting the site
Gained a reach of 147,000 through Facebook advertisements targeted at people in Dorset,
WIltshire and West Hampshire

3.4 – Consultation Responses
3.4.1 – Consultation Response Overview
Once the analysis of was completed, ORS confirmed the total number of responses:
• Open consultation questionnaire responses – 18,642 open questionnaires were submitted
either online or by post, including 103 from organisations and 209 Easy Read versions. 5017
of the questionnaires were submitted by the Shaftesbury Save Our Beds campaign group
• Telephone surveys – ORS carried out 1004 randomised telephone surveys, representative
of the relevant population of Dorset and surrounding areas
• Written submissions – 245 written submissions were submitted from a range of individuals
and organisations, including NHS staff and partners
• Petitions – A total of 75,570 signatures were submitted across nine petitions – two against
the closure of Kingfisher Children’s Ward at Dorset County Hospital (20,775 + 7029
signatures), two against bed closures at Westminster Memorial Hospital in Shaftesbury
(2991 + 47 signatures), one against the closure of St Leonards Hospital (6326 signatures),
one ‘Hands off our Wards’ petition, organised by the Dorset Echo newspaper (1512
signatures) and three objecting to the loss of an A&E department and/or consultant-led
maternity services from Poole Hospital (24,487, 8353 + 4070 signatures)
• 14 focus groups – ORS hosted 14 focus groups across the in each of the 13 CCG localities
and West Hampshire, which were attended by a total of 133 people. This gave a wide
range of people the opportunity to discuss the CSR proposals in detail54

3.4.2 – Overall Conclusions
In its report, ORS included an executive summary which summarised the consultation
outcomes to highlight the overall balance of opinions. These were as follows:
54 For further information on these focus groups, please see pages 48-50 of the Consultation Report ORS
Independent Analysis
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Integrated Community Services
• There was little disagreement with the proposal to provide care closer to people’s
homes using teams based at local community hubs in principle across all consultation
methodologies, with the single exception of the open questionnaire where an absolute
majority disagreed (perhaps because to agree would sanction specific proposals with
which they disagreed). However, this was influenced by the response from the Shaftesbury
Save Our Beds campaign, which submitted more than 5000 open questionnaires
• There were, however, many questions and significant doubts that they could be achieved
in practice (resourcing, affordability and overcoming current disjoint between different
services)
• For the proposed locations, some areas were more controversial than others. Unsurprisingly,
negative opinion was strongest where it proposed that beds or hospitals are closed: North
Dorset (Shaftesbury’s Westminster Memorial Hospital (WMH); East Dorset (St Leonards) and,
to a lesser extent, Purbeck (loss of beds at Wareham Hospital) and Weymouth and Portland
(loss of beds at Portland and proposed closure of Westhaven)
• Other reasons for opposing the proposals were consistent across all locations:
– Travel and transport
– The increased pressure closing beds would put on acute hospitals
– Predicted population increases
– Infeasibility and undesirability of replacing community beds with under-funded and
under-resourced care home beds
• Whilst generally uncontroversial among other consultation methodologies, there was a
relatively high-level of disagreement with the proposals for the Poole and Bournemouth
and Christchurch localities in the open questionnaire. The prospect of having not having
a hub with beds in the Bournemouth and Christchurch area was also a concern for some
focus group participants
Acute hospital care
The vision
• Separating emergency and planned care was generally supported across all consultation
elements, as was the proposal for Dorset County Hospital (DCH) to be an emergency and
planned care hospital as long as it did not become a poor relation
• There was less support for the proposed provision of two specialist hospitals in the East
of Dorset, as it was suggested that the proposal would increase variability in healthcare
rather than reduce it – especially with a lack of public transport and road infrastructure
in West and North Dorset. Traffic congestion also led to significant concerns that there
would be delays in transfers between hospitals
The options
• The results were mixed. The results from the open questionnaire show more support for
Option B (Bournemouth as the Major Emergency Hospital and Poole as the Major Planned
Hospital) than Option A (Poole as the Major Emergency Hospital and Bournemouth as
the Major Planned Hospital) and a minority of written submissions (including the Royal
Bournemouth and Christchurch Hospitals NHS Foundation Trust Royal Bournemouth
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Hospital (RBH) medical staff committee, Dorset HealthCare Trust and its Council of
Governors and a few individuals) also supported Option B
• Most focus group participants, even those away from East Dorset, who first wanted the
emergency hospital at Poole, could at least understand our reasons for preferring Option
B following explanation, questioning and discussion
• The petitions and most relevant written submissions were clearly in favour of Option A,
mainly on accessibility grounds
Maternity and Paediatrics
Option A was explicitly supported by the obstetricians and gynaecologists, gynaecological
oncologists, the senior midwifery team and a consultant in intensive care at Poole Hospital
as well as the joint staff side representatives, who offered very specific reasons. Consultantled maternity care and inpatient paediatric services.
• Strong preference for Option A over Option B in both the open questionnaire and
household survey
• However, the open text comments show that many respondents viewed Option A as ‘the
least worst option’ and not enthusiastically endorsed
• Accessibility and safety of mothers and babies in the West of the county were the main
concerns
• Strong overall support for retaining consultant-led maternity services and overnight
paediatric services at Dorset County Hospital, despite the risks highlighted by the Royal
College of Paediatrics and Child Health
• Many people would be prepared to trade a degree of quality and safety for the best
possible access
• The obstetricians and gynaecologists team and senior midwifery team at Poole Hospital
supported a single acute site for high-risk services to ensure sustainable maternity and
neonatal services across Dorset
Headline results from the consultation responses55 were shared with clinical stakeholders
and public audiences in Dorset and West Hampshire prior to the full report from ORS being
published online56.

3.5 – Actions from Consultation
Initial feedback from consultation, for example, from the drop-in meetings and the written
responses, which were available for us to consider via a secure online portal, highlighted
some areas where we felt further work was needed to enable the Governing Body to make
their decisions. These areas were:
• Transport/travel times
55 The detailed summary of feedback from our consultation can be found as Appendix D.
56 https://www.csr.dorsetsvision.nhs.uk
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Emergency transport
Non-emergency transport
Clinical risk
Equality Impact Assessment (EIA)
Health and wellbeing

This led to the following further key pieces of work being carried out:

3.5.1 – Transport/Travel Times
We commissioned the South Western Ambulance Service NHS Foundation Trust (SWAST) and
transport professionals from our three local authorities to review the travel times, data and
approach that were developed within the CSR design phase, and to provide independent
assurance for our approach to travel time analysis.
To address concerns about emergency travel times, we asked SWAST to carry out impact
modelling, based on our proposed future options, in order to be assured that they could
continue to deliver a safe service following implementation of the CSR. The modelling
resulted in a report which concluded that the CSR proposals have only a limited impact on
emergency transport times, will reduce the number of inter-hospital transfers and that there
is minimal clinical risk. Please see the full report for further information57.
Work with the local authorities focused on non-emergency travel times. Transport
planning leads looked at the key themes and concerns raised during the consultation, the
opportunities provided by community transport and considered the impact of the proposals
on public transport. The analysis indicated that our travel times were within similar and
acceptable parameters to local authority transport planning activity and additional analysis
was not required at this stage. The findings are presented in a report, for more information
please see the full report58.
An important development from this work is the establishment of a Transport Reference
Group (TRG) to develop joint transport plans in support of a system-wide Integrated
Transport Programme of work. This programme brings together health, local authorities and
community and voluntary services to consider transport issues. The first TRG was held on 7
June 2017, with representation from ourselves and the three local authorities.
As a result of this work on transport, we have worked with SWAST and Dorset County
Council to create some public-facing infographics and a short animation to help address and
explain some of the concerns that members of the public and stakeholders raised during
consultation. These can be found online via the Dorset’s Vision website59.
57 www.dorsetccg.nhs.uk – Modelling the Potential Impact on the Emergency Ambulance Service – SWAST (July
2017)
58 http://www.dorsetccg.nhs.uk – Review of Transport Concerns Raised at Public Consultation, Dorset County
Council (July 2017)
59 For the emergency transport animation, please see www.youtube.com. For the Journey to Healthcare
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3.5.2 – Clinical Risk
A report60 was produced by our Deputy Director of Nursing and Quality to provide assurance
that the CSR has taken clinical risk into account and where potential risks were identified,
how they would be mitigated.
The actions resulting from this work include: a detailed risk assessment of each service;
continued collaboration with SWAST; managing risk through service change and identifying
risks associated with interdependent services.
The report is designed to be considered in conjunction with the STP Benefits Framework61
which highlights the health and wellbeing, care and quality and financial benefits of the
CSR.

3.5.3 – Equality Impact Assessments
Throughout the design and consultation phase we have continually tested our models
against Equality Impact Assessments. Following consultation these were reviewed and
updated to reflect some of the feedback provided and in line with best practice. In doing
this, we followed a robust process which involved review by our CCG’s leads for service
delivery; independent review by the Equality and Diversity Lead for Dorset HealthCare NHS
Trust; and a workshop for service leads in the provider organisations.
We then arranged a second facilitated workshop for PPEG and additional invited members
of the public/staff who collectively represented the nine protected characteristics. This was
to ensure that the process was inclusive and realistic. The revised and updated EIA was
then sent for legal review before being scrutinised by the Quality Assurance Group and
publication in July 2017. The EIA can be found on our website62.

3.5.4 – Health and Wellbeing – Prevention at Scale
We asked Public Health Dorset to review the impact of the CSR proposals on health and
wellbeing, especially in rural communities. The response to this request centred on plans
for health and care partners to work together across organisational boundaries so that
prevention is considered as an integral part of how we work in the future.
Prevention will be a key part of providing more care in the home or closer to home and
taken forward as one of the major work streams under our STP. For more details please see
the full report63.
The outputs from the reports were scrutinised by the relevant internal authority before
being presented to our Governing Body on the 18 July 2017.
infographic, please see www.dorsetccg.nhs.uk
60 www.csr.dorsetsvision.nhs.uk – Clinical Risk and Safety Report
61 Appendix B
62 NHS Dorset CCG – EIAs
63 www.csr.dorsetsvision.nhs.uk – Prevention at Scale Update
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3.6 – Post-Consultation Analysis and Deliberations
A detailed programme of events and workshops were organised to ensure that the
consultation responses were shared and evaluated with members of our Governing Body
during their detailed deliberations in preparation for the decision-making meeting on the
20 September 2017. This included the conclusions from the additional work undertaken in
support of the consultation feedback. The meetings have been summarised here:
Table 7: List of Governing Body deep dive workshop sessions

Date

Event

Purpose

Invited

25/04/2017
&
26/04/2017

Governing Body
and Clinical
Leadership
Annual
Development
Event
Post Governing
Body update

Building resilience for
decision-making and recap of
evaluation criteria.

Governing Body Members, Clinical
Leads, CCG Directors

Update on CSR and Mental
Health implementation
planning

Governing Body Members, Clinical
Leads, CCG Directors & Deputy
Directors

07/06/2017

Workshop 1

Governing Body Members, Clinical
Leads, CCG Directors & Deputy
Directors

14/06/2017

Workshop 2

Share findings of the
consultation and prepare
for public events, update on
additional work, GB meeting
arrangements and legal advice
Deep dive into Mental Health
including ACP

21/06/2017

Workshop 3

Deep dive into Acute
Reconfiguration

28/06/2017

Workshop 4

Deep dive in to Maternity and
Paediatrics

05/07/2017

Workshop 5

Deep dive into Integrated
Community Services

Governing Body Members, Clinical
Leads, CCG Directors & Deputy
Directors, Medical Directors and
Chief Operating Officers (RBH,
PGH, DCH)
Governing Body Members, Clinical
Leads, CCG Directors & Deputy
Directors, Medical Directors and
Chief Operating Officers (DCH/
YDH)
Governing Body Members, Clinical
Leads, CCG Directors & Deputy
Directors, Medical Directors and
Chief Operating Officers (DHCUFT)

17/05/2017

Governing Body Members, Clinical
Leads, CCG Directors & Deputy
Directors, Medical Directors and
Chief Operating Officers (DHCUFT)
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Date

Event

Purpose

Invited

18/07/2017

GB and Clinical
Leadership
Event

Consolidation and preparation
for decision-making

Governing Body Members, Clinical
Leads, CCG Directors, System
Leadership Team, NHS England

23/08/2017

CCG Workshop

Protected time for additional
preparation/updates

Governing Body Members, Clinical
Leads, CCG Directors & Deputy
Directors

06/09/2017

Governing Body Final preparations
and Clinical
Leadership
Event

Governing Body Members, Clinical
Leads, CCG Directors

3.7 – Outcomes of Consultation on the Proposed Options
3.7.1 – Integrated Community Services
Taking into account the consultation responses, alongside the additional work on travel
times, access to community hubs within the recommended timescale and the feasibility
studies, we have identified three localities where we needed to review our proposals for
community hubs. As a result, we have revised our proposals in the following areas64:
• North Dorset
• Weymouth & Portland
• Bournemouth & Christchurch
The proposed changes were subsequently sent to our CRG and Operational Finance
Reference Group (OFRG) for assurance, in line with our governance process for CSR. The
revised options have also been discussed within the detailed deliberations at the Governing
Body and extended workshops detailed in Table 7.

3.7.2 – Acute Hospital Option A & B
Having fully considered the responses from the public consultation across all the
methodologies (including written submissions and petitions), and taken account of the
additional work undertaken for travel times and clinical risk, we have not identified
any additional evidence that would require us to reconsider our preferred option for
implementation, which is Option B. This would mean that:
• Royal Bournemouth and Christchurch Hospital would be the Major Emergency Hospital
• Poole Hospital would be the Major Planned Hospital
• Dorset County Hospital would be a Planned and Emergency Hospital
64 The details of which can be found in Chapter 4.3

80

OUTCOMES OF CONSULTATION ON THE PROPOSED OPTIONS

3.7

Our preference for Option B is based on the following rationale under each of the six criteria
used to evaluate the CSR prosed models of care:
Quality of Care for All
We looked in detail at hundreds of pieces of published research and information on the
quality of health services; patient and carer experience and clinical safety information. These
showed where there are variations in quality under present arrangements, and confirmed
that the proposals would improve quality equally under both Option A and Option B.
Access to Care for All
Overall the analysis showed that Option B is easier to get to by a greater proportion of the
population in the East of Dorset, remembering that West Dorset will be served by Dorset
County Hospital as a Planned and Emergency Hospital. When the population of West
Hampshire is taken into account, Option B is also better for the majority of services that
would be based there.
Affordability
Both options were shown to provide value for money by generating savings. The capital
cost of Option B is less than Option A. This is a significant phased investment that will serve
future generations in Dorset.
Workforce
Both options will improve the future sustainability of our workforce and therefore both
rated the same for this criterion.
Deliverability
Fewer clinical services would move under Option A than Option B. However, Option B
(expansion of the Royal Bournemouth site) could be less disruptive to services during the
construction phase than Option A (expansion of the Poole Hospital site). This is due to the
more modern construction of the Royal Bournemouth site, and greater availability of space
for planned and future development. Each option rates the same for the time taken to make
the changes.
Other (e.g. Research and Education)
All options will need to be taken forward in line with national and local policies for research
and development (R&D) and education and training, so there is no difference between the
two options.

3.7.3 – Consultant-Led Maternity and Inpatient Paediatric Services
Having taken account of the strength of responses, the additional work on travel times and
clinical risk and existing evidence, including the recommendations of the Joint Royal Colleges
led by the Royal College of Paediatrics and Child Health, we have now selected a preferred
proposal, to support Option A.
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We now propose to commission the delivery of consultant-led maternity and paediatric
services from the Major Emergency Hospital (Option A). We will continue to seek to
commission the delivery of consultant-led maternity and paediatric services, integrated
across Dorset County Hospital and Yeovil District Hospital. Implications for this
recommendation will be considered by Dorset County Hospital and Yeovil District Hospital
and any proposed changes to services in either hospital would be subject to further local
public consultation, by both Dorset and Somerset CCGs as appropriate.
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4.1 – Decision-Making Process
In proceeding to make commissioning decisions it will be important that our CCG Governing
Body satisfies itself and the public that it is making clinically safe and sustainable decisions
that are financially viable.
Such a large and complex programme of transformation requires many assurances, checks
and balances, as outlined in this Decision-Making Business Case. Our Governing Body
will need to be assured that the chosen options are those that have the most favourable
evaluation under the agreed evaluation criteria, have had clinical and regulatory assurance
and that the views of the public have been taken into account in the future design of
services.
This will include confirmation that the proposals have met the four key tests outlined in NHS
England guidance (2015) Planning, Assuring and Delivering Service Changes for Patients and
whilst not required for assurance purposes, that any varied proposals meet the fifth test
announced in March 2017:
•
•
•
•
•

Key test 1: Strong public and patient engagement
Key test 2: Consistency with current and prospective need for patient choice
Key test 3: Clear, clinical evidence base
Key test 4: Support for proposals from commissioners
Key test 5: In the case of bed closures that one of three new conditions are met
(alternative provision is in place, new therapies/treatments are in place, bed utilisation will
improve)

In relation to the consultation, our Governing Body will also wish to assure itself of
consistency with the Gunning Principles for consultation:
• Consultation should occur when proposals are at a formative stage
• Consultations should give sufficient reasons for any proposal to permit intelligent
consideration
• Consultations should allow adequate time for consideration and response
• The product of consultation must be conscientiously taken into account
There must be clear evidence that we have considered the consultation responses, or a
summary of them and how these have impacted on proposals, before taking any final decisions.

4.2 – Decision-Making
Following the completion of the public consultation, we have reviewed all of the responses
and identified areas where further work was required and this has been carried out with
partner organisations.
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Where suggestions arose from consultation that strengthened or improved proposals
or where alternative proposals were made, these were evaluated in the same way as
the original clinical models were derived (clinical group discussion, review by CRG and
Operations and Finance Reference Group65).
Where common themes emerged from feedback identifying areas of concern or suggested
areas for improvement, additional work has been carried out to ensure that the final
proposals and recommendations made to our Governing Body take this feedback into
account.
Our Governing Body decision-making process will seek to build on the decision to proceed
to consultation on a series of proposals for acute and ICS taken during 2016, by deciding
on the individual commissioning decisions on which stakeholders and the public have been
consulted.
Our Governing Body will be supplied with a summary of the original proposal on which the
public were consulted, the feedback from consultation, any changes made to the proposal
and a recommendation for a decision based on any amended proposal.

4.2.1 – The Outline for our Governing Body Meeting is as Follows:
Presentation to those present of the need to change, the way in which the initial proposals
were derived (clinically led and evaluation criteria), the engagement activities undertaken
and input by stakeholders into the proposals and the assurances that the proposals have
been subject to, including the clinical assurance (Senate) and the NHS England key tests.
Note the report on the summary of the consultation process to outline who provided
feedback and from which demographic groups. An overview of the responses and main
themes will be included.
Decisions – Use a short recommendation paper or the Decision-Making Business Case to
structure a discussion on each decision. For each proposal included in the public consultation,
a testing and probing of the recommendation based on the established evaluation criteria.
This will include:
• Explaining why the option is the strongest
• The feedback from the consultation
• Additional work undertaken during the deliberations and any changes to the original
proposal
Provider Chief Executives will be asked to comment on delivery at the end of each group
of decisions. Our Governing Body will then be asked for their decision on accepting the
recommendation and a vote taken. Each decision will be taken in turn for each of the
proposals.
65 Evaluation using the original evaluation criteria detailed in Appendix A.
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The Governing Body will be provided with the following to aid decision-making:
• Short recommendation paper on decisions and recommendations referencing the DMBC
for evidence and rationale
• Decision-Making Business Case
• Consultation report including record of petitions made as part of consultation
• Links to previously published documents including additional work undertaken, equality
impact assessments and NHS England and Clinical Senate assurance letters
The agenda, papers, DMBC and recommendation paper for the decision-making meeting will
be published seven days in advance per the usual Governing Body processes along with all
other material outlined here.

4.3 – Updated Proposals for Implementation and Recommendations
for the Governing Body
4.3.1 – Proposals and Recommendations for Integrated Community Services
Configuration
As detailed in Chapter 3, our consultation feedback identified some areas of consideration
for some of the community hospitals and community hubs with beds in relation to access
and public transport. Additional work has supported these views, alongside the outputs
of the feasibility studies (in particular some of the capital requirements). As a result, our
preferred options for implementation have changed to reflect the additional needs. Figure
20 (p87), illustrates the revised proposals for implementation.
A more detailed summary of the site-specific preferred options for community hubs for
each Dorset locality is illustrated in the following 17 Integrated Community Services (ICS)
recommendations:
Overarching Proposal
Our overarching proposal for Integrated Community Services is to commission more services
closer to home, delivered through integrated community teams and local community hubs,
in order to deliver better care.

Integrated Community Services Recommendation for the Governing
Body:
ICS 1: The Governing Body is requested to approve the recommendation: to commission
more services closer to people’s homes delivered through integrated community
teams and local community hubs to deliver better care.
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Figure 20: Revised proposals for community hub implementation

North Dorset – Revised Proposal
The feedback from the public consultation has led us to revise our proposal for Integrated
Community Services in the North of Dorset, due to access to community beds.
We propose to have two community hubs with beds, one at Sherborne Hospital and one at
Blandford Hospital. We now propose to maintain a community hub with beds in Shaftesbury,
whilst working with the local community on a sustainable model for future services based on
the health and care needs of this locality.
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A future location for the community hub in Shaftesbury will need to be developed, in
recognition that Shaftesbury Hospital has significant infrastructure limitations, which
will reduce the potential to develop further the range of outpatients, ambulatory care,
diagnostics and other services on this site for the Shaftesbury, Gillingham and West
Wiltshire population. As with other areas across the county, work will continue to develop
and improve the availability of services for people in their own homes, such as community
nursing, therapy, and domiciliary care.
Rationale for revision – access to community beds and responding to public consultation
feedback.
Integrated Community Services Recommendations for the Governing Body (North Dorset):

ICS 2: The Governing Body is requested to approve the recommendation: to commission a
community hub with beds at Sherborne Hospital.

ICS 3: The Governing Body is requested to approve the recommendation: to commission a
community hub with beds at Blandford Hospital.

ICS 4: The Governing Body is requested to approve the recommendation: to maintain

a community hub with beds in Shaftesbury Hospital whilst working with the local
community until a sustainable model for future services based on the health and care
needs of this locality is established, possibly at a different site to the existing hospital.

Mid Dorset Proposal
The feedback from public consultation has led to no change to the proposal in Mid Dorset.
We propose to commission a community hub without beds, based at Dorset County Hospital
in Dorchester.
Integrated Community Services Recommendation for the Governing Body (Mid Dorset):

ICS 5: The Governing Body is requested to approve the recommendation: to commission a
community hub without beds at Dorset County Hospital.

West Dorset Proposal
The feedback from public consultation has led to no change to the proposal in West Dorset.
We propose to commission a community hub with beds in Bridport.
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Integrated Community Services Recommendation for the Governing Body (West Dorset):

ICS 6: The Governing Body is requested to approve the recommendation: to commission a
community hub with beds at Bridport Hospital.

Weymouth and Portland – Revised Proposal
The feedback from the public consultation has led us to revise our proposal for Integrated
Community Services in Weymouth and Portland, due to access to community beds.
During the CSR consultation, a review of the Hospital sites in Weymouth and Portland was
undertaken, these have informed the revisions suggested here. These reviews identified
that Portland Hospital has significant physical limitations as well as access limitations for
the local population. The site would not be ideal as a future community hub without beds.
GPs have just begun to explore the potential for a local primary care hub in this area, as an
alternative to the Portland Hospital site, where services could be integrated with our Local
Authority partners. We intend to continue to develop a plan with local people to improve
the specific health outcomes in this area, with a particular focus on the wider determinants
of health.
The Weymouth Community Hospital and Westhaven reviews confirmed that the Westhaven
site would not be large enough to become the community hub with beds and the site is less
accessible for both private and public transport. In addition to this conclusion the likely cost
to locate the beds on the Weymouth Community Hospital was identified and is substantially
larger than anticipated due in part to the quality of the current infrastructure. The proposal
that the Weymouth Community Hospital should be a community hub with beds continues to
be recommended, however services including beds will be maintained at Westhaven Hospital
until the community hub with beds at Weymouth Hospital is established and both staff and
services have been appropriately transferred.
Rationale for revision – affordability of capital development costs for Weymouth Community
Hospital.
Integrated Community Services Recommendations for the Governing Body (Weymouth and
Portland):

ICS 7: The Governing Body is requested to approve the recommendation: to commission a
community hub with beds at Weymouth Community Hospital.

ICS 8: The Governing Body is requested to approve the recommendation: to maintain

services including beds at Westhaven Hospital until the community hub with beds
at Weymouth Hospital is established and staff and services have been appropriately
transferred.

ICS 9: The Governing Body is requested to approve the recommendation: to commission a
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community hub without beds on Portland, possibly at a different site to the existing
hospital.

Purbeck Proposal
The feedback from public consultation has led to no change to the proposal in Purbeck.
We propose to commission a community hub with beds in Swanage and a community hub
without beds at Wareham, possibly at a different site to the existing hospital.
Integrated Community Services Recommendations for the Governing Body (Purbeck):

ICS 10: The Governing Body is requested to approve the recommendation: to commission a
community hub with beds at Swanage Hospital.

ICS 11: The Governing Body is requested to approve the recommendation: to commission a

community hub without beds at Wareham, possibly at a different site to the existing
hospital.

East Dorset Proposal
The feedback from public consultation has led to no change to the proposal in East Dorset.
We propose to commission a community hub with beds in Wimborne.
Our proposals for St Leonards Hospital remain unchanged. St Leonards Hospital would not
be used as a community hub, either with or without beds. The services based there would be
appropriately moved, and the site would be closed.
Integrated Community Services Recommendation for the Governing Body (East Dorset):

ICS 12: The Governing Body is requested to approve the recommendation: to commission a
community hub with beds at Wimborne Hospital.

ICS 13: The Governing Body is requested to approve the recommendation: for St Leonards
Hospital to close.

Poole Localities Proposal
The feedback from public consultation has led to no change to the Poole localities proposal.
We propose to commission a community hub with beds at the Major Planned Hospital site.
Our proposals for Alderney Hospital remain unchanged. Alderney Hospital will maintain its
services until alternative services have been established and staff have been appropriately
transferred, at which point the community beds at Alderney Hospital will close.
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Integrated Community Services Recommendation for the Governing Body (Poole localities):

ICS 14: The Governing Body is requested to approve the recommendation: to commission a
community hub with beds on the Major Planned Hospital site.

ICS 15: The Governing Body is requested to approve the recommendation: to maintain

services including beds at Alderney Hospital until alternative services have been
established and staff have been appropriately transferred. At which point Alderney
Hospital’s community beds will close. Mental health and dementia services will
remain unchanged pending the outcome of the dementia services review.

Bournemouth and Christchurch Localities – Revised Proposal
The feedback from the public consultation has led us to revise part of our proposal for
Integrated Community Services in the Bournemouth and Christchurch localities, due to access
to community hospital beds.
We propose to commission a hub without beds at Christchurch Hospital and a hub with beds
on the Major Emergency Hospital site.
Rationale for revision – access to community hospital beds for parts of the Bournemouth,
Christchurch, Ferndown and West Moors area, responding to public consultation feedback
about patient needs for hospital care and diagnostics and whether the care market would
best meet these needs, and the travel times for people in these areas to a community hub
with beds. Supporting our more deprived communities to have local access to a wide range
of outpatients and diagnostic services closer to their homes.
Integrated Community Services Recommendations for the Governing Body (Bournemouth
and Christchurch):

to commission a
ICS 16: The Governing Body is requested to approve the recommendation:
66
community hub without beds at Christchurch Hospital .

ICS 17: The Governing Body is requested to approve the recommendation: to commission a
community hub with beds on the Major Emergency Hospital site.

4.3.2 – Proposals and Recommendations for the Acute Hospital Reconfiguration
As reflected in the consultation chapter, we fully considered the responses from the public
consultation across all the methodologies (including written submissions and petitions),
and have taken account of the additional work undertaken for travel times and clinical risk.
We have not identified any additional evidence that would require us to reconsider our
66 This will not affect the palliative care beds.
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preferred option for implementation, which is Option B, as demonstrated in Figure 21:

Option B
Dorset County Hospital
Planned and Emergency
Hospital with A&E services

Poole Hospital
Major Planned Hospital with
urgent care centre (as part of
Dorset’s A&E network)

Royal Bournemouth Hospital
Major Emergency Hospital
with A&E services

Figure 21: Option B for the acute configuration
This would mean that:
• Royal Bournemouth and Christchurch Hospital would be the Major Emergency Hospital
• Poole General Hospital would be the Major Planned Hospital
• Dorset County Hospital would be the Planned and Emergency Hospital
We have identified four Acute Care (AC) recommendations for the Governing Body:

Acute Hospital Recommendations for the Governing Body
AC 1: The Governing Body is requested to approve the recommendation: to commission
distinct roles for Dorset’s acute hospitals (a Planned and Emergency Hospital, a
Major Planned Hospital and a Major Emergency Hospital), as part of one acute
network of services.

AC 2: The Governing Body is requested to approve the recommendation: to commission a
Major Emergency Hospital at the Bournemouth Hospital site.

AC 3: The Governing Body is requested to approve the recommendation: to commission a
Major Planned Hospital at the Poole Hospital site.

AC 4: The Governing Body is requested to approve the recommendation: to commission a
Planned and Emergency Hospital at the Dorset County Hospital site.
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4.3.3 – Proposals and Recommendations for Maternity and Paediatrics Services
Prior to the public consultation, no preferred proposal for maternity and paediatric care had
been identified. We now propose to commission the delivery of consultant-led maternity
and paediatric services from the Major Emergency Hospital. We will continue to seek to
commission the delivery of consultant-led maternity and paediatric services, integrated
across Dorset County Hospital and Yeovil District Hospital (Option A). Implications for this
recommendation will be considered by Dorset County Hospital and Yeovil District Hospital
and any proposed changes to services in either hospital would be subject to further local
public consultation, by both Dorset and Somerset CCGs as appropriate.
We have identified two Maternity and Paediatric (M&P) recommendations for the Governing
Body:

Maternity and Paediatric Recommendations for the Governing Body
M&P 1: The Governing Body is requested to approve the recommendation: to commission
the delivery of consultant-led maternity and paediatric services from the Major
Emergency Hospital.

M&P 2: The Governing Body is requested to approve the recommendation: to seek

to commission the delivery of consultant led maternity and paediatric services
integrated across Dorset County Hospital and Yeovil District Hospital for the Dorset
population. Implications of this recommendation will be considered by Dorset
County Hospital and Yeovil District Hospital and any proposed changes to services in
either hospital would be subject to further local public consultation by both Dorset
and Somerset CCGs as appropriate.
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IMPLEMENTATION APPROACH AND GOVERNANCE

5.1

Initial planning has informed the high-level implementation plans for acute and community
services which shows the sequence of activities and details the system-wide key enablers and
interdependencies between them.
High-level information regarding communication of changes during the implementation
period have been noted to ensure key stakeholders continue to be engaged and updated.
Once the final decisions have been made by the Governing Body detailed implementation
planning will commence to refine the high-level plans and enable the production of full
business cases outlining the approach for delivering the critical programmes of work.

5.1 – Implementation Approach and Governance
5.1.1 – Principles Underpinning the Governance Approach
To deliver changes to our healthcare system, organisations from across the system must
prioritise the change and focus on joined-up delivery and embedding change.
To ensure this happens, organisations within the system will deliver transformation with the
following principles at the core of their work:

5.1.2 – Partnership Working
Dorset has a successful track record and a strong commitment to collaborative working,
acting as one integrated health and care system. The CSR aims to build on this and ensure
partners from across the system are working together to deliver integrated services which
provide the best possible care.
A ‘whole system’ approach will be taken to address issues that impact on people’s wellbeing
and which create health inequalities. A ‘needs based’ approach will identify categories of need
that reflect people’s varied requirements for health and care over the course of their lives.
Organisations will operate transparently, enabling appropriate and professional scrutiny and
challenge across the system. They will share in the risk that comes with a change programme
of this size, supporting each other to ensure delivery, prevent failure and share benefits.
This also allows for the movement of resources to priority areas. Organisations have agreed
to share resources to deliver the transformation programme, with projects being made up
of multi-agency teams, funding being pooled in key areas and the introduction of a shared
system-wide Portfolio Management Office.
The system is also committed to ensure services are co-designed and co-produced, both
among partners and with the people who use the services, ensuring that future services
meet the needs of Dorset’s population.

5.1.1 – Efficient Working
The organisations in the system have agreed to follow a portfolio management approach, to
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structure delivery and improve oversight. This will enable better planning and design and a best
practice approach to delivery with flexible and efficient management of the work programmes.
The system will support a culture of continuous improvement and innovation. It will look at
new ways of working to provide better care and work more efficiently. Technology and IT
systems will be utilised to reduce demand and enable people to do their jobs better.
The system will identify and agree the strategic priorities and ensure future work is aligned
to them, ensuring the projects that are taken forward add value to the system and benefit
patients.

5.1.2 – Effective Leadership
All organisations are committed to providing support and leadership in the development
and implementation of the transformation at all levels, and they will hold each other to
account for delivery, providing robust challenge and independent assurance.
Senior Responsible Owners (SROs) have been appointed from the Chief Executives of
organisations across the system to lead and champion the work. Each SRO will be the visible
owner of the overall business change, accountable for successful delivery and is recognised
throughout the system as the key leadership figure in driving the change forward.
Directors have been appointed from organisations across the system to manage the dayto-day running of the work, providing the interface between SRO and delivery teams, and
acting as a focal point between the providers and the programme managers. These Directors
are responsible for planning and managing the work to achieve the vision.
Organisations have also agreed that senior sponsors will be in place for the major programmes
of work, providing leadership and strategic direction, maintaining local delivery focus.
Where an organisation acts as lead for a project, they will ensure they have also engaged all
interdependent partners in the development of that project. For example, where a project is
related to outpatients the lead will also include primary care and community colleagues so
that the change can be widely supported.

5.2 – Portfolio Management Approach
To deliver the proposals, a portfolio management approach has been introduced and a
standard Project Management Framework created to provide consistency in approach to
delivery, standardised documentation, and the ability to prioritise projects and programmes
against the strategic priorities of the system.
The Framework has been created through our Project Management Task and Finish Group,
which took place in early 2015, and is continuously being developed in line with the system’s
need to adapt to the changing environment and ensure best practice is followed.
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Taking a programme management approach enables the system to adapt to changing
priorities, encourages development through innovative new ways of working, allows for
smarter resource management, and shared experiences and knowledge.
Activities are grouped around similar strategies called programmes, enabling better
coordination of work, robust design and holistic system planning, whilst supporting
prioritisation and effective benefits realisation.
The project management framework sets out the processes and procedures for managing
projects and programmes. It is focused on delivery mitigation and management of risks,
managing complex interdependencies between programmes, and embedding successful
business change throughout the system.
This method for delivery will ensure that best practice governance processes are adopted,
creating effective decision-making pathways, which speed up delivery, putting in
place robust checks and controls to ensure that changes to the scope of the work are
independently assured and aligned to the vision and strategy.

5.2.1 – Portfolio Management Office (PMO)
A PMO has been set up to support the delivery teams. It provides the system with the
capability to manage change, expertise to support the delivery of transformation and
provide mechanisms to enable the realisation of financial benefits.
The PMO is the central point of contact for programme and project management. The PMO
will provide support for project teams throughout the project life-cycle, offering guidance
and expertise on the project management framework and processes, and will introduce new
systems and technology to support the delivery of the portfolios.

5.2.2 – Programme Structure
The proposals in this business case will be delivered through three main programmes:
• The Prevention at Scale programme will help people to stay healthy and avoid getting unwell
• The Integrated Community and Primary Care Services programme will support individuals
who are unwell by providing high-quality care at home and in community settings
• The Acute Reconfiguration programme will help those who need the most specialist
health and care support through a single acute care system across the whole county
These will be supported by two enabling programmes:
• The Leading and Working Differently programme focuses on giving the health and care
workforce the skills and expertise needed to deliver new models of care in an integrated
health and care system
• The Digitally Transformed Dorset programme will increase the use of technology in the
health and care system to support new approaches to service delivery67
67 More details of these programmes can be found in Dorset’s Sustainability and Transformation Plan
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5.2.3 – Implementation Governance Structure
The implementation of the recommendations will follow the implementation governance
structure as outlined in Appendix A.

5.3 – Implementing Acute Reconfiguration
5.3.1 – Acute Reconfiguration Programme Plan
The acute reconfiguration plan can be seen in Appendix G, which outlines the key activity
that will take place under the programme over the next five years. The plan is currently highlevel, however, as part of the full business case process, more detailed activity breakdown
and planning will be carried out moving forward. The plan also highlights interdependencies
between the acute and community proposals, and where alignment between the two will be
required.
Considerable work has already been undertaken through the estates and service
implementation work stream to determine both the capital and service impact changes
required to deliver the transformation. This is anticipated to be within four phases:
•
•
•
•

Clinical service redesign
Estates design
Tender and construction
Commissioning (which includes both decommissioning old services and occupying new
service areas)

The transformation of services and optimisation of processes will be required to enable
the building design work. Work on clinical service redesign has already started in some
specialities, but will need to be progressed at scale and pace to achieve the timelines68.

5.3.2 – Site Level Plans
If the Governing Body decides to go ahead with Option B (our preferred option) for acute
reconfiguration, capital expenditure would commence from Q3/Q4 2017/18.
This could be fast-tracked to a Q3 start subject to a similar swift national process for
obtaining capital approval through Outline Business Case (OBC) and Full Business Case (FBC).
This would re-profile the capital spend for the preferred option of £147m over the next five
years.

68 Details of the plan can be found in Appendix G
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Rounded £’000

17/18

18/19

19/20

20/21

21+

Total

Capital requirements for this
scheme (i.e. the bid from the
fund for the scheme detailed
within this template)

£7416

£33,172 £46,444 £49,702 £10,533 £147,265

Figure 22: Yearly capital requirement for Option B
The capital works in Option B (£147m) cover the required changes at both Poole and
Bournemouth hospitals. The Bournemouth site would require £85m in capital funding, which
covers the cost of the pathology department, emergency department, additional beds,
children’s unit and maternity. Poole Hospital would require £62m, which would account
for urgent care accommodation, day case expansion, theatre and recovery investment, and
office relocation and refurbishment.

5.3.3 – Funding Arrangements
The acute reconfiguration programme will seek Department of Health funding through
public dividend capital (PDC) for the estates capital funding required to deliver this
programme. Alternative funding has also been considered.
Table 8: Capital Costs for Option B (Rounded)

Capital costs (£’000)
Bournemouth
emergency

Building cost

Planning
contingency

VAT

Total capital
costs

Pathology

£8742

£284

£1805

£10,831

Emergency department

£7095

£231

£1465

£8791

Additional beds

£13,034

£424

£2692

£16,149

Children’s unit (inc.
paediatric OPD)

£11,828

£385

£2443

£14,655

Maternity

£28,087

£913

£5800

£34,801

Sub-total

£68,787

£2236

£14,205

£85,227
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Capital costs (£’000)
Building cost

Planning
contingency

VAT

Total capital
costs

Urgent care
accommodation

£11,332

£368

£2340

£14,040

Day case expansion

£20,939

£681

£4324

£25,944

Theatre and recovery

£13,855

£450

£2861

£17,166

Office relocation and
refurbishment

£3945

£128

£815

£4888

£50,070

£1628

£10,340

£62,038

£118,857

£3864

£24,544

£147,265

Poole elective

Sub-total

Total Capital Costs

However, as much of the development work is refurbishment and remodelling of existing
space, the attraction to investors is reduced and the benefit of the finance/facility provider
from ongoing maintenance charges is not likely to be attractive to investors.
The developments are mostly integral to the existing estate and not stand-alone service
developments that could be readily identified and managed.
Other solutions have also been explored for off balance sheet finance. There is a potential to
create and use an arms-length, wholly owned subsidiary company.
The governance of these delivery vehicles means that they must be accountable to a single
organisation. The ‘owning’ organisation has to provide a minimum of 80% of the subsidiary
income. This model may prove difficult to deliver across the scheme as there is not a single
‘owner’. Options for this model are being researched.
The use of a Strategic Estates Partner (SEP) has potential as a delivery model. Again,
the developments are not ideally suited to external investment. This potential is being
investigated and could be utilised across both Trusts if there is sufficient benefit.

5.3.4 – Affordability
Four main sub-criteria were utilised to assess affordability:
• Capital cost to the system
• Transition costs
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• Net present value (NPV)
• License conditions
This was assessed with input from the Finance Reference Group, by modelling the financial
impact of the proposed clinical models and site-specific options on capital costs.
The cost figures (£147m and £189m) are compiled using the nationally prescribed
methodology.
Our proposed options have been supported by NHSE, which means Dorset CCG has
already been granted £147m of Sustainability and Transformation funding to enable
implementation.

5.3.5 – Expected Activity Shifts
Acute reconfiguration will require the relocation of services. Figure 23 (p104) illustrates
activity changes between the three acute hospitals using the initial modelling69 assumptions
from the design phase of the review.
At this stage, the activity analysis is at a high-level. However, as part of the full Business Case
process, detailed activity analysis and sequencing options appraisals will be undertaken to
determine schedule and workforce implications. It will also present options for the transition
approach; for example, whether ‘double-running’ of a service is undertaken, or if a single go
live date is used.
The implementation of acute reconfiguration will be dependent on estates work which will
dictate when space to move services will become available70.
For example, to create a new urgent care centre on the Poole site, the existing pathology
services must be relocated. Bournemouth is also dependent on a pathology move with a
proposal for a new pathology facility being built. This in turn would free up space on the
Bournemouth site to move in extra beds, freeing up more space.
Once a decision has been made on the site use, detailed logistics planning will take place
alongside the estates options to finalise a detailed implementation plan. The table overleaf
highlights the main activity changes between the three acute hospitals, should the preferred
option be taken forward to implementation.

69 Initial modelling completed in 2015
70 The initial estates plan can be found in section 5.3.8
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Activity transfer for the option where Dorset County is the Planned and
Emergency Hospital, Bournemouth is the Major Emergency Hospital and Poole
is the Major Planned Hospital*
20/21 forecast activity transferring

Under 10% acute medicine
option

From Poole to
Bournemouth

From DCH to
Bournemouth

From
Bournemouth
to Poole

From
Bournemouth
to DCH

22,116

1428

5544

896

847

–

37,147

4892

Maternity – births

4562

232

–

–

Paediatrics

9367

305

–

–

Oncology

4758

–

–

–

A&E**

9281

1146

–

–

41,650

1965

42,691

5788

Inpatient spells
Daycases

Total (exc. A&E)

* Scenario assumes 10% acute medical take at the Major Planned Hospital
** Note coding differences will render comparisons of A&E activity transferring inaccurate

Figure 23: Activity changes between the three acute hospitals
Figure 24 (p103), illustrates the resulting inpatient and outpatient activity post reconfiguration.
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Inpatient and outpatient activity post reconfiguration where Dorset County is
the Planned and Emergency Hospital, Bournemouth is the Major Emergency
Hospital and Poole is the Major Planned Hospital
20/21 forecast activity transferring

Under 10% acute medicine
option
Bournemouth

Inpatient spells

Poole

DCH

50,409

9843

19,603

Daycases

3165

55,607

23,253

Maternity – births

5158

–

1636

10,442

–

3798

9473

–

2894

Outpatients total*

421,670

328,673

317,208

Consultant delivered outpatients who
could move out**

134,934

105,175

101,507

Paediatrics
Oncology

* In acute reconfiguration outpatient activity stays where it is to maintain access
** Separate to acute reconfiguration there is opportunity to conduct more outpatient activity in the community

Figure 24: Inpatient and outpatient activity post reconfiguration
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5.3.6 – Expected Acute Bed Movements
The demand for acute beds is predicted to rise over the next five years, however, new models
of care would mean fewer beds would be required. Figure 25 shows estimated bed demand
over the next four years:

1810

2014 beds1

145
(8%)

Change in
occupancy
level

1955

147
(8%)

365
(17%)

-489
(-20%)

-346
(-17%)
1632

Current
required
beds for
ideal
occupancy

Change
in activity
due to
demographic
growth

Change in
activity due
to nondemographic
growth

Impact of
improved
out of acute
hospital care2

Change in
average
LOS 3% per
annum3

2021 beds
required

1: Includes escalation and day beds, bed numbers measured halfway through 2014 so 50% of change in first year
2: Includes a 25% reduction in non-elective admissions growth, 20% reduction in elective admissions, 0% in
maternity
3: LOS reduction not applied to critical care maternity or paediatrics
Source: Trusts data ‘do nothing’ baseline forecasting model; out of acute hospital activity impact estimates.

Figure 25: Current and future acute bed requirements
This is being updated to reflect the 2017 starting position and include the likely timeline to
complete the acute reconfiguration (ending in 2021/22). Whole system working has seen the
number of occupied beds decrease slightly already through early adoption of the ICPS full
approach (e.g. community hub working in Weymouth and Christchurch).
To achieve the net reduction in beds, significant further work must be undertaken within the
community to embed new ways of working and new models of care.

104

IMPLEMENTING ACUTE RECONFIGURATION

5.3

Through the work within the Integrated Community and Primary Care Services programme,
25% growth of current acute emergency hospital admissions will be reduced, from the 2014
level, delivering care to these patients in a different way. This decrease in admissions will
result in a reduction to the number of beds required across the system.
Increased demand, new ways of working and the reconfiguration of acute hospitals will also
mean a significant number of beds will need to be moved. Figure 26 shows the estimated
bed configuration requirements for the preferred option, assuming new models of care are
being delivered within the community:

1800
1600
1400

67
741

1200
977

1000
800
654
600

247

400
200

415

341

0
Before reconfiguration

DCH

After reconfiguration

PH

RBH

Other

Figure 26: Estimated current and Future Bed Requirements by Site
To ensure each hospital has the right number of beds to meet demand, a significant logistical
and estate-based programme of work will be carried out.
Work within acute reconfiguration will focus on two main areas:
• Physical estate
• Provider efficiency
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Physical Estate
The Physical Estate work will be part of the Acute Reconfiguration Programme71.
As shown in Figure 26, much of the work will be focused around refurbishing the Major
Emergency Hospital site to support the inclusion and transition of additional beds from
other hospitals in the county.
At this stage, detailed bed movement plans are still being developed and are dependent on
the Governing Body’s final decisions. Detailed plans will be produced and included in the full
business case for the reconfiguration programme in the later parts of 17/18.
However, initial planning has identified several key pieces of work that would need to take
place first to enable much of the bed transition activity to take place:
• Currently on the Bournemouth site there is one 29-bedded empty ward, (used for winter
pressures and decants)
• Two areas (orthodontics & sexual health) will be moved and delivered off site in another
setting, and potentially through a different care model, freeing up further space for two
wards (further work is needed to determine the details of this)
• Outpatient Physiotherapy and Dorset Prosthetic Centre could be an early move to the
Christchurch hub, to free up space for emergency care services and beds
• The current space used for the Pathology service will be vacated and refurbished to create
room for additional beds and/or paediatrics unit
• Administrative areas can also be vacated to create clinical space
The delivery of these early decants would facilitate the redistribution of beds across the
system and enable other developments to take place. However, this work is still based on
delivering better, more efficient models of care within providers and community settings.
Productivity Improvement
Further to the work with the physical environment, an overall reduction in beds will be
achieved by delivering care in new ways, more efficiently.
Although the number of physical beds is critical for the estates work, the modelling that
supports this is based upon ‘occupied bed days’, representing the patient demand on beds.
The first part of this is delivering the reduction in Delayed Transfers of Care (DTOCs), first to
3.5% of all bed days, and then below. The Home First/Discharge to Assess (D2A) approach
is the mainstay of this, delivered through the Better Care Fund (BCF) and partnership
working, overseen by the System Leadership Team (SLT) for all Dorset health and social care
organisations.

71 For more details on the proposed estates plan please see section 5.3.8.
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Work is also underway to reduce the larger number of ‘stranded patients’ (Length of Stay
of seven days or more) which, combined with the ICPS reduction in emergency admissions,
could result in the 20% reduction in occupied bed days, and an overall reduction in the
number of physical beds needed across the system.
As part of an early adopters scheme to test new models of care focused around reducing
stranded patients, the following community sites have shown significant improvements in
reducing occupied bed days:
•
•
•
•

Weymouth
Bridport
Christchurch
Mid Dorset (Dorchester)

This work will continue and a plan will be produced to embed this way of working in more
sites across the system once the Governing Body has reached a decision on the community
site configuration.
Additionally, a work stream has been set up around reducing unnecessary bed days using
Ambulatory Care approaches (day case emergency care), across all three acute providers.
Specialities include emergency medicine, older people’s care, cardiology and surgery. This
is in line with best practice nationally, and whilst good progress is being made, there is
considerable potential to improve.
A further example of work already underway is the alignment of acute, post-acute and
rehabilitation services for stroke patients, offered at the three acute sites, which is part of
the Vanguard shared working.
The aim is to ensure all patients have timely and direct access to investigations, specialist
treatment and therapy through hyper acute stroke units. Work has begun to address some
inequalities across the system, including consistent weekend service provision and alignment
of working practices.
Through such examples of joined-up working, teams now have standardised pathways and
shared protocols and best practice. This has begun to reduce avoidable bed days and create
a better quality of care for stroke patients. This approach is equally applicable to elective
pathways, with good pre-operative assessments and discharge planning, contributing to
reduced overall bed days.
Work to apply this model to other areas will continue, and combined with the efficiencies
delivered from new ICPS care models supported by high-quality fit for purpose facilities, will
begin to reduce the requirement for beds in acute settings.

5.3.7 – Outpatients
To deliver outpatient services at scale, specialist consultant doctors must be able to see
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sufficient people (i.e. fill a day) to minimise the clinical time lost during the day because
of travel between sites. In addition, clinics must run at a regular enough frequency so that
patients are not waiting weeks for the next clinic to happen in their local area.
Currently over a million outpatient appointments take place in the acute hospitals each year
however only a proportion of these could be delivered out of an acute hospital efficiently
and effectively.
Outpatient appointments have been based on the following criteria:
Decommissioned
Some outpatient appointments are made now that offer little to no benefit to the patient.
A work stream to try and avoid these unnecessary appointments has begun as part of the
‘right care, right referrals’ programme, which looks at improving patient outcomes in nine
high-volume specialities:
•
•
•
•
•
•
•
•
•

Cardiology
Dermatology
Ear, nose and throat (ENT)
Gastroenterology
Neurology
Oral
Orthopaedics
Ophthalmology
Urology

Alternative Methods
The Digitally Transformed Dorset portfolio looks at how patients can attend appointments
digitally, cutting down on the need to travel. Examples, such as tele-dermatology are already
being piloted. Increased use of ‘Advice and Guidance’, which provides quick expert support
to GPs, is a crucial step, as it has the potential to transform many services and provide a
better patient experience. As such, it is an early priority for the ‘right care, right referral’
programme.
Non-consultant Delivered Outpatient Services
A proportion of outpatient appointments are already handled by other care professionals,
and this has potential to be expanded.
The Right Care work stream is looking at improvements in this area and, where appropriate,
transfer more appointments to non-consultants. This will provide patients with faster access
to appointments, and is a more efficient way of working. An example is further increasing
the role of optometrists to reduce follow-up appointments for eye care.
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Acute Hospital-Based Appointments
Approximately 20% of those attending outpatient appointments need access to other
healthcare professionals, specialist equipment or follow-on treatment, which needs to be
delivered in an acute setting.
At present the planned level of outpatient appointments to remain in an acute setting
following reconfiguration has not been calculated. Once decisions have been made, this can
be decided taking ICPS configuration into account.
Integrated Community and Primary Care Services-Based Appointments
An estimated 300,000 visits to acute hospitals for outpatient appointments could be
delivered from larger community facilities (e.g. community hospitals or larger GP practices).
Outpatient services that have could be delivered in the community include:
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Cardiology
Dermatology
Diabetes
Ear, nose, and throat (ENT)
General Surgery
Geriatrics
Gastroenterology
Ophthalmology
Orthopaedics
Paediatrics
Phlebotomy (Bloods)
Respiratory
Rheumatology
Therapies
Urology

An estimated 100,000 outpatient appointments could be delivered in the community as part
of a first tranche, and initially include the following services:
•
•
•
•
•
•
•

Antenatal – postnatal care
Children’s therapies and outpatients
Dorset Prosthetics Centre*
GUM (Sexual health*)
Ophthalmology
Orthopaedics
Phlebotomy
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• Physiotherapy*
• Some Cancer services
*The movement of these services will depend on the community estates work and is subject
to the Governing Body’s decisions regarding community hub configuration.
Analysis is ongoing to determine the activity levels of these services and their split across the
localities. Once this work is completed, the place based model can be applied and the site
options for these services will be determined.
This will also inform the workforce structure required to support these services in community
settings.

5.3.8 – Acute Estate Plans
An estates survey was undertaken in 2015 to review the proposed estate solutions for the
provision of a Major Planned Hospital and a Major Emergency Hospital on the Bournemouth
and Poole sites, making a space requirement assessment based on clinical activity data
and indicating estimate costs for the provision of the required remodelled/expanded
accommodation.
The following information focuses on our preferred option being taken forward to
implementation.
The initial concept site diagrams and estimate floor space assessments to support the
proposals included here, will be refined and further assessed as part of the Acute
Reconfiguration Business Case once decisions have been made.
Major Planned Hospital Site Plan – Poole Hospital
Please note that the following highlights for reconfiguring Poole Hospital to a Major
Planned site are only proposals at this stage. Further work will be carried out to provide
definitive options for site configuration as part of the business case process once the final
decisions have been made by the Governing Body:
• Inpatient and day beds could be provided in the main building in existing and refurbished
ward space
• Radiotherapy services could continue to use the existing Linac buildings and associated
oncology beds
• Refurbished accommodation for Urgent Care could be created in the vacated Pathology
space, children’s wards and clinics. The Emergency Department could be refurbished for
day case expansion
• Lift cores would be used to transfer patients to and from theatres in a one-way circulation
route
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• Vacant buildings could be demolished for future redevelopment of the hospital in a
phased construction of new accommodation
• Space for the temporary decanting of beds during a future rolling refurbishment program
could be created by vacating several wards (yet to be identified by the Trust)
• Theatre expansion, providing:
– Three existing theatres
– Three existing day theatres on the ground floor
– Six Laminar flow theatres made up of four new Laminar flow theatres with new plant
room, and two refurbished Laminar flow theatre suites created by combining
four existing theatres
• A new main entrance and refurbished glazed courtyard with new stairs, lifts and
escalators to provide access to the ground floor outpatient clinics and imaging, funded by
a retail developer
• The single floor Block L would be refurbished for offices

Figure 27: Poole Hospital Site Plan
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Figure 28: Poole Hospital Lower Ground Floor Site Plan

Figure 29: Poole Hospital Ground Floor Site Plan
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Figure 30: Poole Hospital First Floor Site Plan

Figure 31: Poole Hospital Second Floor Site Plan
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Major Emergency Hospital Site Plan – Bournemouth Hospital
Please note that the following highlights for reconfiguring Royal Bournemouth Hospital to a
Major Emergency Hospital are only proposals at this stage. Further work will be carried out
to provide definitive options for site configuration as part of the business case process once
the final decisions have been made by the Governing Body:
• The creation of a new Pathology building. The existing pathology area can then be
refurbished for additional beds
• Significant refurbishment of existing space can be undertaken to create space for
additional beds
• There is opportunity to refurbish space for maternity, and an Emergency Department
expansion can be created from part new-build and part reconfigured existing
accommodation
• The Helipad next to the Emergency Department has been upgraded for night landings as
part of existing site developments. The creation of a new children’s unit is also contained
within the plans, although like all areas, the clinical design and co-dependencies will

Figure 32: RBH Ground Floor Site Plan
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require work during the business planning phase
• The two existing day surgery theatres can be converted into obstetrics theatres. Existing
day space can be refurbished for a Special Care Baby Unit, recovery and theatre support
and children’s outdoor play areas can be created on existing land or roof terraces
• There is also potential for a new main entrance, welcome centre and a new restaurant
above

5.4 – Next Steps for Acute Reconfiguration
A Programme Business Case is being written, and once the Governing Body has made its
decisions regarding site configurations, an outline level and full business case will be created for
the Programme Board to agree on the detailed service level arrangements for the chosen sites.
The business case production process timeline for the acute reconfiguration is assuming
a fast-track funding process. The Programme Business Case (PBC) is written by the acute
reconfiguration programme and will be completed early Autumn 2017.

Figure 33: RBH Ground Floor Site Plan
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Key milestones

HM Treasury

Dept. of Health

NHS Board

NHSE F&I

NHSE project appraisal

NHS PS/CHP

NHS I regional

Programme sponsor (Regional Dir.
of Finance)

Commissioning support unit (Dir.
of Communications, CCG)

OAN board

May

NHS Fast Track
funding decision

Sept

Nov

Jan

Submit
Finalise
Submit
Start
OBCs procurement FBCs Capital work

Work up business case and
provide strategic oversight

Champion formal approval
process through NHSE

Jul

Figure 34: Business Case Submission Timeline
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Final approval

Review and approve for HM
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Review and approve for NHS
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Provide advisory support
and pre-empt critical issues
for approval

Provide recommendation
for approval

Monthly meetings to review
procurement, timelines,
resource planning and
pipeline

Provide assurance and
recommendation for OBC
and FBC submission

May
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During this period, preliminary work will begin on the OBC and an external assurance (e.g.
NHS Property services/Community Health Partnerships (PS/CHP) or similar, will be asked to
provide strategic oversight. The OBC will then be submitted in late autumn, at this point
procurement decisions will be finalised.
Formulation of the FBC will then take place. The programme director will provide assurance
and recommendations for the FBC submission and provide recommendation for approval.
NHSE project appraisal will provide advisory support and pre-empt critical issues for
approval. NHSE Finance & Investment (F&I) will then review and approve the FBC for the NHS
board, who will review and approve for the Department of Health (DH), who will go on to
review and approve for the Treasury.
With existing NHS Improvement/NHSE/DH approval processes final approval is initially
estimated for Quarter two, 2018. Throughout this process monthly meetings will be set
up with NHSI regional and two monthly meetings with NHSE project appraisal to review
procurement, pipeline and timelines, and plan for resources accordingly.

5.5 – Implementation of Integrated Community and Primary Care
Services
5.5.1 – Programme Overview/Scope of implementation
The Integrated Community and Primary Care Services (ICPS) programme focuses on
transforming primary and community health and care services in Dorset so that they are truly
integrated, based on the needs of the local populations.
The Transforming Community Services programme includes:
•
•
•
•

Community health and social care teams
Outpatients and diagnostics
Community hospitals
Community hubs

The community model is based on stratifying local needs. This allows us to configure service
delivery around individual levels of need in the most appropriate way. The five broad
groupings of population need are:
•
•
•
•
•

Very high need
High need
Moderate need
Low need
Very low need

117

5.5

DMBC – IMPLEMENTATION OF RECOMMENDATIONS

Approach
In preparation for our decisions on proposals following public consultation, high-level
implementation planning has begun and governance arrangements established.
The plan focuses on bringing locality teams and hubs together spanning over a five year
implementation period. Further detailed planning will be undertaken and built into full
implementation business cases following the Governing Body final decision.
Delivery Priorities
Six initial priority projects have been identified focusing on delivery:
Project 1 – Service for Community Specialist Care and support for people with high-intensity
needs, rapid response and access to multi-disciplinary team/intermediate care for medium
and high-intensity users:
•
•
•
•
•
•

Complex elderly routine care
Community nursing
Intermediate care
Long-term conditions (LTC) therapy outpatient care
Complex elderly urgent care
Intermediate care element

Project 2 – Proactive ongoing care for people with medium intensity needs:
• Routine LTC management and specialist consultation
• Community (visiting) LTC therapy – 50% of total (rest to be delivered in frailty hub)
• Community nursing – 5% of total (occasional visits for some patients)
Project 3 – Routine Care:
• All outpatient specialties, (except geriatrics and therapies) – Right Referral, Right Care
• Outpatient procedures and elective day case (DC)
• Routine core primary care
Project 4 – Urgent care and treatment for minor injuries:
•
•
•
•
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Project 5 – Care market:
• Domiciliary care and support
• Short-term care home beds
• Residential and nursing care homes
Project 6 – Early help services:
• Improving earlier access to community services
• Developing social capacity
• Addressing social isolation and loneliness
Additional Programme Activities:
• Diagnostics – By site planning (informed by service model work streams)
• Establishment and reconfiguration of community hubs – By site planning (informed by
service model work streams)
• Transition planning with acute reconfiguration programme

5.5.2 – Delivery Mechanisms
Community Teams
Projects will be delivered through two clusters across the county by bringing together multidisciplinary teams of health and care professionals. Team design and delivery has been
identified by locality and is shown in the high-level implementation plan72.
Community Hubs
Community hubs and networks will be established, supporting delivery by providing a range
of health and care services.
Community Beds
We undertook an analysis of the future number and location of community beds needed
to support step-up and step-down care, population changes and average lengths of stay
reductions in community hospital beds. This analysis indicated that over the next five years
we will need 69 beds in addition to the 347 we already have in the community, and that
some of the beds need to be re-distributed to better reflect local need, with an increase in
the East of the county.
On reviewing current community bed provision, it was identified that a re-balance across
East and West would be required to fulfil anticipated demands to the services. Further work
continues associated with the feasibility studies on the number of beds in each area and
community hubs with beds sites.

72 Details of the full plan can be found in Appendix H
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The new model of care is estimated to require ~69
additional beds, of which 47 are step-up beds to
support the 25% of patients no longer being admitted
to acute hospitals.

Current use beds
Additional beds
required for the
new model of care

347

Current bed
capacity

88
(25%)

Move
to best
practice
utilisation1

435

Beds
required
to meet
optimum
utilisation

75
(22%)

510
(147%)

-141
(-41%)
369

Increases in
activity2

20/21 do
nothing bed
requirement

Key assumptions to agree

Changes
in average
length of
stay3

20/21
required
beds

416

20/21
beds plus
additional
beds

Value

1: Move to best practice
utilisation

Assumes all hospitals move to the same target utilisation (85%)

2: Increase in activity in
community settings

Increases in activity in line with demand model demographic
growth, non-demographic changes assumed to be absorbed in
new model of care (0.99% per annum)

3: Changes in average
length of stay

Assumes NEL medical and EL medical length of stay can reduce
from 36 days to 24 days

Source: SUS 2015, Dorset HealthCare – only physical health beds
Figure 35: Community Beds
Please note that the following summaries of Integrated Community and Primary Care
Services are only proposals at this stage. Further work will be carried out to provide
definitive options for site configuration as part of the business case process once the final
decisions have been made by the Governing Body.
Summary of Activity Relating to Each Community Hub
This is in respect of anticipated bed allocation by site (where applicable), anticipated hub
design, team and implementation dates.
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It is important to note that these estimates were identified before the preferred options for
hubs evolved, and therefore were correct at that point in time. Feasibility studies have been
conducted to further supplement ongoing work, and the results from public consultation
have been reviewed; giving some revised proposals.
West Dorset Locality
To commission a hub with beds at Bridport Hospital.
Weymouth & Portland Locality
To commission a community hub with beds at the Weymouth Community Hospital, and
to maintain services including beds at Westhaven Hospital until the community hub with
beds at Weymouth Hospital is established and staff and services have been appropriately
transferred. In addition, to commission a local community hub without beds on Portland,
possibly at a different site to the existing hospital.
North Dorset Locality
To have two community hubs with beds, one at Sherborne Hospital and one at Blandford Hospital.
In addition, to maintain a community hub with beds in Shaftesbury Hospital whilst working with
the local community until a sustainable model for future services based on the health and care
needs of this locality is established, possibly at a different site to the existing hospital.
Mid Dorset Locality
To commission a community hub without beds at Dorset County Hospital in Dorchester.
East Dorset Locality
To commission a community hub with beds at Wimborne Hospital and for St Leonards
Hospital to close.
Purbeck Locality
To commission a community hub with beds at Swanage Hospital and a community hub
without beds at Wareham (with care home beds available locally), possibly at a different site
to the existing hospital.
Bournemouth, Poole and Christchurch Localities
To commission the proposal for a hub without community hospital beds at Christchurch
hospital (palliative care beds will be maintained on the site) and to have a community hub
with beds on the Major Emergency Hospital site.
To commission a community hub with beds at the Major Planned Hospital.
The transition of bed movements would be undertaken in line with the implementation
of community teams, hubs, commissioning of short-term care home beds, and the acute
hospital activity reductions. The outline detail of this can be found in the implementation
plans at the end of this chapter.
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Figure 36 illustrates the proposals for the location of community hubs, with and without
beds. These hubs will also work closely with GP practices to deliver the models of care:

Acute hospital
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Major planned site and an additional hub with beds on the Major Emergency Hospital site

Figure 36: Proposals for the location of community hubs
Supporting Care outside of hospital and delivery of outpatient services within community hubs
was an integral part of the development of the ICPS model of care and sites for community
hubs. We already have a range of community outpatient and diagnostic services delivered from
our hubs. As part of our RightCare programme of work and demand management priorities
clinicians are looking at the design of services to better support people in a range of ways:
• Advice and guidance
• Technology to support remote monitoring and self-care/self-management
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Work has identified that there is considerable scope to deliver care in different ways and will
deliver a further 100,000 consultations within the community.
Both the acute hospitals in the East have identified that phlebotomy and anticoagulation
services would be better delivered from community venues as they are in the West of the
County already.
These services and additional pathway development takes forward the modelling work
which recommended more outpatient services delivered in innovative way to better support
care close to home.

5.5.3 – Affordability
Capital Bid
Dorset STP submitted an initial capital bid on 26 May 2017 to support the implementation
of Integrated Community and Primary Care Services programme. This bid was led by Dorset
HealthCare University NHS Foundation Trust and identified a net borrowing of £37.25m
based on anticipated Capital costs offset against asset disposal.
The gross capital ask for this initial bid totals £64.2m for the development of community
Hubs across the county. The breakdown of this is detailed in Table 973.
There are currently ongoing feasibility studies taking place across these sites to refine the
initial capital ask and validate the viability of the sites. As part of the detailed business case
process for ICPS programme, the capital ask will be refined.
Table 9: Initial ICPS capital bid

Site

Proposal

Alderney
Blandford

Minimal change to existing community hospital function, pending possible
co-location with GPs from Blandford Clinic

Bridport
Poole

Co-locate with Carlisle House GP surgery. NHSE priority – need to ensure fit
with GP transformation plans.

Portland

Better serve underserved local population. Create unbedded hub/living and
learning centre. Co-locate with GPs.

73 It should be noted that these initial figures do not include contingency and are inclusive of unrecoverable
VAT.
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Site

Proposal

Subject to DMBC – possible delay whilst alternative services are developed to
Shaftesbury enable implementation of unbedded hub, potentially with primary care colocated.
Sherborne

Opportunity to co-locate local practices on hospital site. Enhance existing as
bedded hub.

Swanage

Wareham

CSR identified need for hub without beds – current hospital and primary
care in unfit premises. Opportunity to reduce public estate and better
serve underserved local population. Plan to create hub/living and learning
centre with community, primary care, and local authority services.
Investment requirement may vary pending availability of Estates Technology
Transformation Fund (ETTF) funding to GPs.

Weymouth

Better serve underserved local population. Create new or consolidated site as
bedded hub subject to DMBC.

Wimborne
Total

64,200

Asset Disposals
To offset the cost of capital, a recovery programme to generate £24.7m income from asset
disposal has been produced. Table 10 indicates the initial estimated cost recovery programme
that can be achieved.
An Outline Business Case will be created outlining in further detail the future Capital
requirements, and this will be completed by November 2017, with a Full Business Case by
May 2018.
Table 10: Asset Disposal Income

Capital programme
Total Estimated
Disposal Income
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2017/18

2018/19

2019/20

2020/21

2021/22

2022/23

£0.7m

£0.4m

£1.0m

£0.0m

£10.9m

£11.7m

TRANSITION PLANNING
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Double-Running
There is a need to work on identifying where the services are that will need to be steppedup and down as part of the phasing of implementation, which will create a double‐running
cost pressure in the system.
This is in respect of both Acute decant and site shifts, but equally in relation to community as
considerations take place regarding implementation of models earlier to gain most impact.
Considerations for this work include:
• What the sources of funds will be in addressing this challenge
• How the growth that is currently not committed to contracts could be deployed to
support these costs

5.5.4 – Next Steps for Integrated Community and Primary Care Services
Moving forward into implementation, delivery of the six priority projects will continue.
Teams will continue to come together to manage patient care holistically, focusing on
proactive care and support for complex patients, Long-Term Condition routine management,
enhancing Urgent Care facilities and extending access to Primary Care, providing more
support in own homes and through domiciliary care.
Working closely alongside the acute reconfiguration programme to progress detailed
implementation plans, including:
• Further exploration of community hub provision following consultation feedback (see
timescales)
• Investment and funding opportunities
• Service level and site-specific design within each locality based on demand and needs
including outpatients and diagnostics – by end of September 2017
• Delivery of demand management and development of business cases – Quarter Three and
Four 2017/18
• Service and workforce transition between the Acute hospitals and Community Services –
as per milestone plan
• Detailed community hub and team implementation plans including Capital and estate
plans – as per high-level plans in Appendix H

5.6 – Transition Planning
The acute and community programmes are working closely together to understand and plan
resource shifts based on high-level implementation plan sequencing, including maintenance
of services whilst being transferred across the system. This work includes identifying
which services will need to be stepped-up and stepped-down as part of the phasing of
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implementation and which will create double-running cost pressure in the system; both with
the acute decant and site shifts, but equally in relation to community services. This will need
to be considered to determine how to implement models to gain the most impact.
There is recognition that to reduce acute provision and demand, an increase in capacity and
resource would need to be developed within the community, in line with the six identified
priority areas. This then releases the necessary bed reduction or relocation and service
change. It is anticipated that to implement the models of care, there would be a net release
of resources from the acute setting into the community.
The plans between these two programmes need to be aligned at all points throughout
implementation to maintain a high standard of patient care and safe transition of services.

5.7 – Workforce
The Workforce Capacity and Capability Plan74 provides a background to the workforce
challenges faced in Dorset along with the vision to address these challenges. This plan
has been co-produced with support from clinicians and service managers across Dorset’s
healthcare providers.
Initial indications of recommended staffing levels are provided; however, this requires
significantly more work as identified in the ‘next steps’ section of the plan.
This section focuses on the priority service changes only; due to the size and scale of the
proposed changes or in relation to their impact on wider service changes. The services
covered are:
•
•
•
•
•

Emergency and Urgent Care
Critical Care
Pathology
Maternity and Paediatrics
Integrated Community and Primary Care

5.7.1 – Emergency and Urgent Care
The current workforce across the three Dorset acute hospitals providing emergency
services totals 294 FTE; in the East of the county it is 221.5 FTE; in the West, it is 72.8 FTE.
This workforce is made up of medical staff and non-medical staff including registered
nurses, advanced nurse practitioners and healthcare assistants. The consultant medical
workforce establishment is 24 FTE; 17 FTE in the East, seven FTE in the West. The vacancy
rate (budget versus actual establishment) for the medical workforce is currently 22.6% at
Poole Hospital, 18% at Royal Bournemouth and Christchurch Hospitals, and 10% at Dorset
County Hospital.
74 A full copy of this plan, the breakdown of the numbers used to inform this section, along with a summary of
the recommendations to address the workforce challenges identified can be found in Appendix E
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Recommended Consultant Capacity:
In the Major Emergency Hospital and in line with the College of Emergency Medicine75, the
recommendation would be to have 16 WTE working in the East with 16 hours of on-site
consultant presence working seven days per week, with an ambition to move to a 24/7 onsite presence. For the West of the county, a sustainable rota will require ten WTE consultants.
Both A&Es would be open 24/7.
Based on the current workforce in the East, this would mean a potential surplus of one WTE
consultant. In the West, it would mean a potential gap of at least three WTE consultants.
In an urgent care centre, North West London76 recommend one WTE doctor and at least
one WTE nurse to cover the opening hours of the service. In the West of the county, a
comparable service in Weymouth was established in July 2016.
Based on this comparator, and taking into account the East minor attendances in 16/17, a
sustainable rota for the East urgent care centre is likely to require a potential workforce of
up to 51.2 FTE; 6.4 FTE doctors and 44.8 FTE registered nurses. This workforce is likely to be
met by existing staff working in hospital and/or community services.
Workforce Capacity:
The current workforce capacity challenges across the county to deliver emergency and
urgent care services are as follows:
•
•
•
•

A gap in the West in terms of current versus future workforce numbers in key roles
An increasing challenge to recruit to positions, which is reflected nationally
An ageing workforce, reducing the numbers available for rotas
An increasing demand for different terms of appointment and increased role variety

5.7.2 – Critical Care
The current workforce across the three Dorset acute hospitals providing critical care
services totals 213 FTE; in the East of the county it is 151.3 FTE; in the West, is 61.6 FTE. This
workforce is made up of medical staff and non-medical staff including registered nurses,
advanced nurse practitioners and healthcare assistants.
The consultant medical workforce establishment is 27 FTE; 13 FTE in the East, 14 FTE in the West.
This includes critical care consultants only for the East and critical care and anaesthetists covering
the critical care ward in the West. It is important to note that the consultant workforce in the
West has a more hybrid rota to cover a number of wards and clinical services; for example, only
6.75 FTE consultants in the West cover the weekly day time rota, others provide on-call.

75 The College of Emergency Medicine (2010): Emergency Medicine Consultants workforce recommendations –
https://www.rcem.ac.uk
76 North West London (2013): Shaping a healthier future: Decision-making business case – https://www.
healthiernorthwestlondon.nhs.uk
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The vacancy rate (budget versus actual establishment) for the medical workforce is currently
nil at Dorset County Hospital, 6.2 % at Royal Bournemouth and Christchurch Hospitals, and
6.8 % at Poole Hospital.
Recommended Consultant Capacity:
The proposal for critical care services is to have a large Level 3 critical care unit on the
Major Emergency Hospital. In line with the Care Standards for Intensive Care Units77,
the recommendation is for one WTE to eight patients working in a 24/7 service. A
sustainable rota in the East and West of the county will therefore require at least 16 WTE
consultants.
Based on the current workforce in the East, this would mean a potential gap of at least
three WTE consultants. For the West of the county, a sustainable medical rota in the West is
being met by existing workforce numbers.
Recommended Registered Nursing Capacity:
The Royal College of Nursing78 recommend one WTE nurse to one patient for a Level 3 unit
and one WTE to 1.2 patients for a Level 2 unit. A sustainable rota in the East and the West of
the county will therefore require 127 WTE registered nurses.
The vacancy rate (budget versus actual establishment) for the nursing workforce is
currently 8% at Dorset County Hospital. There are no vacancies at Royal Bournemouth and
Christchurch Hospitals, and at Pool Hospital it is 13%.
Based on the current workforce in the East, this would mean a potential gap of at least
32 WTE registered nurses. In the West, it would mean a potential gap of at least one WTE
registered nurse.
Workforce Capacity:
The current workforce capacity challenges for both parts of the county to deliver critical care
services are as follows:
•
•
•
•

A gap in the West in terms of current versus future workforce numbers in key roles
An increasing challenge to recruit to positions, which is reflected nationally
An ageing workforce, reducing the numbers available for rotas
An increasing demand for different terms of appointment and increased role variety

5.7.3 – Pathology
The current medical workforce across the three Dorset acute hospitals providing
pathology services totals 31 FTE; 22 FTE in the East and nine FTE in the West. The current
non-medical workforce across the three Dorset acute hospitals providing pathology
77 Care Standards for Intensive Care Units (2013) – www.ficm.ac.uk
78 The Royal College of Nursing (2010): Guidance on safe nurse staffing levels in the UK –
www.weds.wales.nhs.uk
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services totals 294 FTE. The future workforce will be between 265-273 depending on
configuration.
The vacancy rate (budget versus actual establishment) for the medical workforce is currently
9% at Poole Hospital, 37% at Royal Bournemouth and Christchurch Hospitals, and 19% at
Dorset County Hospital.
The vacancy rate (budget versus actual establishment) for the non- medical workforce is
currently 8% at Poole Hospital, 13% at Royal Bournemouth and Christchurch Hospitals, and
0% at Dorset County Hospital.
Workforce Capacity:
The current workforce capacity challenges across the county to deliver pathology services are
as follows:
• Not enough staff in key areas to respond to service demands and turnaround times
• Out of hours cover
• An ageing workforce, reducing the numbers available for rotas

5.7.4 – Acute Maternity Services
The current workforce across the three Dorset acute hospitals providing maternity services
totals 384 FTE; in the East of the county it is 284 FTE; in the West, it is 100 FTE. This workforce
is made up of medical staff and non-medical staff including midwives and healthcare
assistants. The consultant medical workforce establishment is 19 FTE; 11 FTE in the East, eight
FTE in the West.
The vacancy rate (budget versus actual establishment) for the medical workforce is currently
-1.4% at Poole Hospital, there are no vacancies at Royal Bournemouth and Christchurch
Hospitals, and the rate is 4% at Dorset County Hospital.
Recommended Consultant Capacity:
In the Major Emergency Hospital and in line with the Royal College of Obstetricians and
Gynaecologists79, the recommendation would be to have nine WTE working in a 24/7 service
equating to 168 hours ward cover.
A sustainable medical rota in both parts of the county is being met by existing workforce
numbers however there is a requirement to increase the consultant presence in the East to
168 hours ward cover. This would need to be planned over a phased period.

79 The Kings Fund (2011): Staffing in Maternity units; getting the right people in the right place at the right
time – www.kingsfund.org.uk
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Recommended Midwifery Capacity:
In terms of the midwifery workforce, it is recommended by Safer Childbirth80 that for an
obstetrics led unit 1:28 midwives should be employed, for a midwife-led unit or home birth
1:35; so, for every 28 or 35 births, one WTE midwife would need to be employed. In Dorset,
the birthrate plus tool81 is used to benchmark and monitor staffing levels. The birthrate tool
shows that Poole operate at 1:30, Dorset County at 1:34, RBH 1:40.
The vacancy rate (budget versus actual establishment) for midwives is currently 3% at Poole
Hospital, there are no vacancies at Royal Bournemouth and Christchurch Hospitals, and the
rate is 4% at Dorset County Hospital.
This shows there is a gap in the number of midwives across the system.
Workforce Capacity:
The current workforce capacity challenges for both parts of the county to deliver maternity
services are as follows:
• A gap in the West in terms of current versus future workforce numbers in key roles
• An increasing challenge to recruit to consultant positions, which is reflected nationally, as
well as midwives and securing suitable agency staff
• An ageing workforce, reducing the numbers available for rotas, which could not be met
by setting rotas which are county wide

5.7.5 – Acute Paediatrics Services
The current workforce across the three Dorset acute hospitals providing general acute paediatric
services totals 159.5 FTE; in the East of the county it is 94.7 FTE; in the West, it is 64.8 FTE. This
workforce is made up of medical staff and non-medical staff including registered nurses and
healthcare assistants. The consultant medical workforce establishment is 16 FTE; eight FTE in the
East, eight FTE in the West. It is important to note that the consultant workforce in the West has
a more hybrid resident rota to cover a number of wards and clinical services.
The vacancy rate (budget versus actual establishment) for this workforce is currently 1.9%
at Poole Hospital and 2% at Dorset County Hospital (Royal Bournemouth and Christchurch
Hospitals do not have specific Acute Paediatric Services).
Recommended Consultant Capacity:
In the Major Emergency Hospital and in line with the Royal College of Paediatrics and Child
Health82, the recommendation would be to have 10.9 WTE working in a 24/7 service. In line

80 The Kings Fund (2011): Staffing in Maternity units; getting the right people in the right place at the right
time – www.kingsfund.org.uk
81 The Royal College of Midwives: Working with Birthrate Plus: How this midwifery workforce planning tool
can give you assurance about quality and safety – www.rcm.org.uk
82 The Kings Fund (2014): The Reconfiguration of Clinical Services – www.kingsfund.org.uk
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with the Facing the Future standards 201583, a patient should be reviewed within 14 hours
by a consultant, four hours by a middle grade doctor. These standards also confirm that all
paediatric training rotas should be made up of at least ten WTE posts.
Based on the current workforce in the East, this would mean a potential gap of three WTE
consultants.
In the West, it would mean a potential gap of two WTE consultants. For the paediatric
training rota, there are sufficient numbers of staff in the county.
Workforce Capacity:
The current workforce capacity challenges for both parts of the county to deliver general
acute paediatric services are as follows:
• A gap in the West in terms of current versus future workforce numbers in key roles
• An ageing workforce, reducing the numbers available for rotas
• An increasing challenge to secure registered nurses

5.7.6 – Integrated Community and Primary Care Services
The current clinical workforce to deliver services in the community is employed in Dorset’s
main community and mental health provider, general practices, acute hospitals and in social
care services. The current known workforce totals 1830 FTE; this includes the workforce
for the main community provider and general practices and excludes students, social care
staff, acute hospital staff, GP locums and registrars. The future workforce required based on
workforce modelling for the new services is circa 2500 FTE.
Based on the current workforce this would mean a potential gap of at least 670 FTE, in
addition to the 14% vacancy rate for Dorset HealthCare’s community service teams.
Workforce Capacity:
The current workforce capacity challenges which impact on the proposed integrated
community and primary care services include:
• A significant gap in terms of current versus future workforce numbers
• A shortage of staff in key roles
• An ageing workforce in a number of professions
To address the gap in workforce capacity, it assumes there will be a:
• Transfer of staff from the hospital to the community
• Redeployment of staff from the community hospitals
• Redeployment of staff following the reduction in outpatient appointments
83 The Royal College of Paediatrics and Child Health (2015): Facing the Future Standards for Acute General
Paediatric Services – www.rcpch.ac.uk
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5.8 – Digitally Transformed Dorset
Technology and digital innovation will support the transformation of the health and care
system by utilising the best available technology to ensure appropriate digital services
empower people in their homes, community and care settings.
The Dorset Care Record will implement a unified record of local people’s interaction with
services, with a priority focus on clinical record integration and record sharing between
health and social care practitioners. Delivery of this programme will ensure safety and care
for patients will be improved as health and social care professionals will receive access to the
right information in a timely manner.
The digital plan will continue to be developed throughout implementation84.

5.9 – Implementation Challenges and Risks
5.9.1 – Implementation Risks and Plans for Mitigation
There are many inherent risks and challenges with changes to a health and care system of
this size. A risk management process that facilitates effective recognition and management
of risks has been developed and used throughout. Delivery of the proposals is dependent
on each programme working together and ensuring risks are shared and recognised across
the system. A robust risk management process ensured risks were reported and escalated to
various boards for awareness and action planning to address and mitigate.
Risk management will be crucial throughout implementation. Going forward, the high-level
risks detailed here will form the initial list to be reviewed and updated on a regular basis.

84 Dorset Digital Roadmap
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Table 11: Implementation risks

!

Estates
There is a risk that the NHS estates will not be suitable for the proposed
models of care. The co-location of services will be a challenge, as will the
limitations of the existing building stock.



• ICPS are undertaking Feasibility Studies to review current and future
capability and capacity of relevant facilities
• Estates and facilities work streams are in progress and currently
establishment of estates strategic leadership

!

Stakeholder engagement
There is a risk that key stakeholders will not support the implementation
plans and activities going forward, causing delays and challenges
throughout implementation.



• Continued engagement and communications to all key stakeholders
• Communications and engagement plan to be developed for cascade
of key messages and decisions throughout decision-making and
implementation

!

System-wide working
There is a risk that there is not the capacity and level of commitment across
the system to deliver the proposed models of cares as a system



• There are established Boards attended by representatives from all
organisations and key decisions are made at these meetings
• Robust governance processes are in place and followed across the system
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!

Travel times and transport
The proposed models of care would affect some people within Dorset and
they will need to travel further to receive treatment.



• Travel time analysis has been carried out throughout the CSR and this has
been reviewed and re-run to ensure the analysis is still accurate
• The Ambulance Service independently reviewed travel times and
undertook modelling to understand how the ambulance trust can
continue to provide an effective service following implementation of the
CSR proposed models of care
• Dorset County Council independently reviewed the travel time data
• Dorset County Council are leading on a system-wide Integrated
Transport programme of work to establish current services, gaps and
recommendations for consideration by system leaders
• ICPS programme is looking to bring services closer to home; resulting in
people not having to travel as far for the services that they require

!

Finances
There is a risk that there will not be sufficient capital to implement the
proposed models of care for ICPS and acute services. The implementation
of the new models of care will need to be completed within an agreed
financial framework and within the context of increasing demand and
reducing resources.
The capital investment available will be a challenge for developing estate
infrastructure also.



• ICPS business case for capital funding is being written and submitted to
NHS England/NHS Improvement
• Acute business case for capital funding is being written and submitted to
NHS England/NHS Improvement
• New financial frameworks such as capitated and pooled budgets will be
considered as part of the wider STP delivery programme
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Maternity and paediatric services
There is a risk that there will not be a decision reached on the
configuration of maternity and paediatric services within the timescales of
the CSR.
There are two options for the configurations of maternity and paediatric
services in Dorset:
Dorset County Hospital and Yeovil District Hospital look to provide services
on a networked approach.
Dorset County Hospital to integrate with teams in the East of the County to
provide one service in Dorset.



• Dorset County Hospital and Yeovil District Hospital are working together
to ascertain whether these services can be delivered on a networked
approach
• There is a Steering Group attended by Dorset County and Yeovil District
hospitals to work through possible configuration of services and staff
across the two sites
• Further options are being considered within Dorset as an alternative to
the networked approach between Dorset County and Yeovil District.
• All future commissioned services will be part of a wider networked
service

!

Commissioning
There is a risk that the existing commissioning/contracting arrangements
are not conducive to supporting collaborative arrangements needed
between providers to deliver the models of care.



• Development of a procurement strategy to underpin the implementation
plan post Governing Body decisions
• Procurement guidance, regulations and legislation used as best practice
and guidance for writing procurement strategy
• Development and implementation of process to produce Options
Appraisals on procurement and contracting approaches for work streams
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!

Workforce
There is a risk that there may not be the available staff and resources in the
system to deliver the future service models.
There is a major challenge around the capacity of the existing workforce
and the ability to attract and retain additional workforce to implement the
planned changes, whilst carrying out “business as usual”.
There is also a dependence on a shift in a number of staff from the acute
to the community to deliver the Integrated Community and Primary Care
Services proposals.



• Leading and Working Differently Strategy comprises of projects
focused on addressing these challenges. Including developing leaders,
recruitment and retention of staff, developing staff, supporting staff
through change, and workforce planning
• A Workforce Capacity and Capability Plan83 has been co-produced
with support from clinicians and service managers across Dorset’s
providers. It is an iterative and developing document and will inform
the development of a Workforce Capacity and Capability Plan for each
service area over the next 12 to 24 months, the pace at which will
be dependent on the readiness of the services and the timescales for
changes set out in the CSR implementation plan

!

Acute reconfiguration and ICPS delivery
There is a risk to delivery of the proposed acute and community services
models, due to the complexity of the interdependencies and alignment
required between them. The proposed models of care may not be
implemented in full.



• There are established monthly meeting between the programme leads to
discuss interdependencies and to ensure alignment
• Implementation plans to be reviewed on a regular basis to ensure
progress
• Implementation risk register to be a ‘live’ document and updated
regularly with owners and mitigating actions. This will then be reported
to relevant Boards for assurance and continued progress

85

85 The full details of the workforce and capacity plan can be found as Appendix E
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Joint Health Scrutiny Committee (JHSC) assurance
There is a risk that the Joint Health Scrutiny Committee will refer to the
Secretary of State.



• JHOSC have been involved, engaged and updated on the work being
undertaken throughout the process
• We have followed a robust decision-making process prior to making
decisions for implementation
• Impact assessments have been shared with JHOSC throughout CSR for
their scrutiny and oversight

!

Continuity of services
There is a risk to continuity of services during the phasing of services
moving sites and locations, and the impact this could have on patients.



• Detailed ICPS and acute programme planning continues to look at the
interdependencies and how services can be moved in an effective and
streamlined way
• Continued planning will ascertain which services will double-run and
which services will move from one location to another in one go
• There is established clinical governance to ensure staged and safe
transfers

5.10 – Communicating Changes
The stakeholder strategy used during the CSR process will be built on to form the basis for a
focused, proactive and inclusive approach to stakeholder engagement and management in
support of the implementation of the acute programme.
This originally involved a variety of different engagement activities to involve a wide range
of stakeholders, including clinicians across primary, community, mental health and acute
care; health and social care leaders; community carers; non-clinical stakeholders and staff,
patients and public representatives (MPs and NHS England).
These stakeholders have been engaged in discussions about ensuring the high-quality
and affordable care for local people now and into the future. The participation, feedback
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and comments received from stakeholders thus far have contributed significantly to the
development of the programme.
All sites will be engaged through Clinical Working Groups on matters specific to each clinical
service line. In addition, as part of the implementation, engagement with local, regional and
national stakeholders, including Wessex clinical senate, NHSI and NHSE is ongoing.
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GLOSSARY OF TERMS
24/7 – 24 hours, seven days a week
A&E (accident and emergency) – Hospital based service available 24 hours, seven days a
week for urgent medical care and medical and surgical emergencies that are likely to need
admission to hospital. This includes severe pneumonia, diabetic coma, bleeding from the gut,
complicated fractures that need surgery, and other serious illnesses.
Acute care – Acute care refers to short-term treatment, usually in a hospital, for patients
with any kind of illness or injury
Care pathway – The spectrum of services for a particular condition or disease. This starts
with prevention and includes primary care, diagnosis, and rehabilitation. For example,
for maternity, the care pathway can run from pre-conception care, education and advice;
antenatal care during pregnancy; labour and delivery; and postnatal care. It could also
include mental health services at any point. A pathway can feel very disjointed for a patient,
who might find themselves repeatedly having to give information to different healthcare
professionals, or trying to negotiate a pathway that involves different organisations, such as
the NHS and the local council. An ‘integrated care pathway’ aims to make the passage from
service to service as smooth as possible for the patient.
Clinical Commissioning Group or CCG – Organisation made up of GPs which is responsible
for identifying and securing most NHS health services for a particular area. They replaced
primary care trusts (PCTs) in April 2013. Dorset CCG consists of all 91 GP practices in Dorset. It
is responsible for commissioning services for the whole of Dorset.
Clinical interdependencies – Some services need to be in the same place, or supported by
other services through a network arrangement. For example, an A&E department would
normally have to have blood testing and X-ray facilities on-site. A cardiothoracic unit – which
treats heart and lung disease – would usually need critical/intensive care support in the same
place.
Clinical Services Review – Programme of work led by Dorset CCG to analyse the future
health needs of the people of Dorset and plan how best to meet them
Clinical Working Group – Groups of doctors, nurses, hospital consultants, paramedics and
other clinicians, who meet monthly during the Clinical Services Review to develop potential
options to improve NHS care in Dorset
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CQC – Care Quality Commission – the independent regular of health and adult social care
in England. The CQC inspects all hospitals, GP practices and care homes in England to make
sure they are meeting national standards, and to share their findings with the public.
Delivery model – The way a service will be delivered, e.g. a home birth service, a midwifeled unit, and an obstetric unit in a hospital with consultants available 24 hours, seven days a
week are all different delivery models for different types of maternity care
Financial Deficit – When spending is greater than income
Financial surplus – When income is greater than spending
Foundation Trust (FT) − NHS Foundation Trusts are non-profit making public sector
corporations. They are part of the NHS but have greater freedom to decide their own plans
and the way services are run. Foundation Trusts have members and a council of governors.
The aim is that eventually all NHS trusts will be Foundation Trusts. All three acute hospitals in
Dorset are Foundation Trusts.
Governing Body – The decision-making group on its behalf of the GP Membership of the
Dorset Clinical Commissioning Group
GP – General Practitioner
GP locality – A smaller group of GP practices within the Dorset CCG area. There are 13
localities in Dorset, able to bring more detailed, local knowledge to Dorset CCG.
Health and Wellbeing Board (HWB) – These were formed as part of the NHS restructure
in April 2013. They bring together the local NHS, public health, adult social scare and
children services to plan how best to meet the needs of local people, and tackle health
inequalities. They are hosted by the local authority and members include elected Councillors
and Healthwatch. There are two health and wellbeing boards in Dorset, one covering
Bournemouth and Poole, one for the rest of Dorset.
Health Overview and Scrutiny Committee (HOSC) or Health Overview and Scrutiny Panel –
A committee of the relevant local authority, or group of local authorities, made up of local
Councillors who are responsible for monitoring, and if necessary challenging, health plans. They
decide whether consultation is needed, depending on the scale of proposed change, and they
also agree some other aspects of consultation, such as the length of the consultation period.
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Healthwatch – These replaced LINks, the public involvement networks, as part of the
restructure of the NHS. Dorset Healthwatch provides information to service users, carers and
the public about local health and care services and how to find their way around the system.
And it represents the views and experiences of service users, carers and the public on health
and wellbeing boards. It can also raise any concerns with the national body Healthwatch
England, which can in turn recommend that the CQC takes action.
Hub and spoke model – A setting for care outside hospital, based on a central community
site and serving as a support ‘hub’ to local healthcare teams. The services offered vary
depending on local needs, from bases for multi-disciplinary teams to ‘one-stop’ centres for
GP services, diagnostics and outpatient appointments.
Inpatient – A patient who is admitted to a hospital for treatment or an operation
Integrated care – Care which is coordinated around the patient, making sure all parts of the
NHS and social services work more closely and effectively together
Intensive care − These units provide support for patients after complex surgery, or patients
needing multiple organ support such as ventilation and dialysis
IT – Information Technology
JHSC – Joint Health Scrutiny Committee
Joint Strategic Needs Assessment – Enables the local NHS, in partnership with local
authorities and other public sector partners, to work collaboratively to understand the
current and future health and wellbeing needs of its local population and identifies future
priorities.
LGBT+ – Lesbian, gay, bisexual, transgender, queer, questioning, intersex, asexual
Long-term conditions – A medical condition that cannot be cured, but can be managed by
treatment such as medication and other therapies. Examples include diabetes, heart disease
and dementia.
Maternity − Relating to pregnancy, childbirth and immediately following childbirth
Models of care – similar to delivery model (see p154), the way care will be delivered, for
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example, a home birth service, a midwife-led unit, and an obstetric unit in a hospital with
consultants available 24 hours, seven days a week are different models of maternity care
Multi-disciplinary team − Groups of professionals from primary, community, social care and
mental health services who work together to plan a patient’s care
Neonatal – Medical care of newborn babies
NHS England – An executive non-departmental public body of the Department of Health.
It oversees the budget, planning, delivery and day-to-day operation of the commissioning
side of the NHS in England as set out in the Health and Social Care Act 2012. It holds the
contracts for primary care services and specialised services.
NHS Mandate – A mandate from the Government to NHS England that provides direction
and ambitions for the NHS. The Mandate is published every year to make sure it is up-todate, but it also sets long-term ambitions86.
Non-elective surgery – (See urgent and emergency care)
NPV – Net Present Value
Obstetric – Pertaining to medical care associated with giving birth
Obstetrics and maternity unit – Where babies are delivered and women with complex
pregnancies, such as expectant mothers with diabetes or heart disease, or who are pregnant
with triplets, are monitored
Organic mental health services – Is primarily used to describe services for people with a
dementia – the term ‘dementia’ is used to describe a syndrome which may be caused by a
number of illnesses in which there is progressive decline in many areas of function, including
decline in memory, reasoning, communication skills and the ability to carry out daily
activities. Alongside this decline, individuals may develop behavioural and psychological
symptoms such as depression, psychosis, aggression and wandering. The majority of people
who are diagnosed with dementia have either Alzheimer’s disease or vascular dementia, or a
combination of the two.
Integrated Community Services care – Care that takes place outside of hospital, in a
86 NHS Mandate 2015 to 2016 – Department of Health, 11 December 2014
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community setting. This could be a patient’s home, GP practice, community hospital or
community health centre.
Outpatient – A patient who attends an appointment to receive treatment without needing
to be actually admitted to hospital (unlike an inpatient). Outpatient care can be provided by
hospitals, GPs and community providers and is often used to follow up after treatment or to
assess for further treatment.
Paediatric services – Healthcare services for babies, children and adolescents
Parity of esteem – The principle by which mental health must be given equal priority to
physical health
Patient (Carer) and Public Engagement Group (PPEG) – A group of patients, carers and the
public, set up to provide input into the Clinical Services Review. It consists of a range of
people who use or have contact with health services across Dorset and who between them
bring a wide and diverse range of experiences and perspectives to feed into the discussions.
In addition, they are able to feedback information and progress on the work of the review
to their own networks and are supporting Dorset CCG with its information sharing and
gathering around the review.

PH – Poole Hospital NHS Foundation Trust
Planned care (also known as elective care or elective surgery) – a planned operation or
medical care. This can be relatively straightforward (hernia repairs, knee replacements), and
not require a stay in hospital. Or it may be complex, either because the procedure itself is
complex or because the patient has other health problems, and require a stay in hospital
whilst the patient recovers.
PPEG – Patient and Public Engagement Group
Primary care – services which are the main or first point of contact for the patient, usually
GPs
Provider – an individual or an organisation that gives a service in return for payment
RBCH – Royal Bournemouth and Christchurch Hospitals NHS Foundation Trust
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RBH – Royal Bournemouth Hospital
Secondary care – hospital or specialist care that a patient is referred to by their GP or other
primary care provider
Specialist care – hospital or secondary care that a patient is referred to by their GP or other
primary care provider
Stakeholder – anyone with an interest in a business. Stakeholders are individuals, groups or
organisations that are affected by the activity of the business.
Third sector – charitable or voluntary organisations
Trauma, as in major trauma centre or trauma centre – designated centres that treat patients
who have complex injuries – either one very serious injury or a number of injuries – which
make managing these patients very challenging. They need expert care from a large number
of different specialties to give them the best chance of survival and recovery.
Urgent and emergency care – surgery or medical treatment that is not planned and which
is needed for urgent conditions. Examples include surgery for appendicitis, perforated or
obstructed bowel, and gallbladder infections. It is also known as non-elective care.
Whole system – commissioners and providers in a local area acting as a “whole system” to
deliver effective and efficient services across all aspects of health and/or social care
WTE – whole time equivalent: the number of staff required to carry out a particular function
assuming that they all work full (whole) time
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